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Sublingual Immunotherapy Pre-Dose Checklist & Administration Record 
 
Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

1. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

11. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

2. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

12. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

3. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

13. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

4. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

14. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

5. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

15. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

6. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

16. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

7. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

17. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

8. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

18. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

9. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

19. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

10. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

20. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 
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Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

21. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

26. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

22. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

27. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

23. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

28. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

24. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

29. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

25. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

30. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 
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Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

1. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

11. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

2. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

12. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

3. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

13. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

4. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

14. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

5. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

15. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

6. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

16. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

7. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

17. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

8. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

18. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

9. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

19. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

10. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

20. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 
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Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

21. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

26. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

22. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

27. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

23. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

28. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

24. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

29. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

25. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

30. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 
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Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

1. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

11. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

2. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

12. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

3. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

13. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

4. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

14. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

5. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

15. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

6. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

16. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

7. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

17. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

8. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

18. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

9. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

19. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

10. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

20. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 
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Patient Name:___________________________________________________________ DOB: ______________________ 
 

***CONTACT PHYSICIAN IF ANY “YES” RESPONSES TO SLIT PRE-DOSE CHECKLIST*** 
 

21. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?             Yes      No 

26. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                            Yes      No 

22. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

27. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

23. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

28. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?        Yes      No 
SLIT dose administered?                             Yes     No 

24. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

29. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

25. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

30. Date: __/__/___  
Any “Yes” marked on SLIT Pre-Dose Checklist? Yes     No 
Physician contacted (if needed)?         Yes      No 
SLIT dose administered?                             Yes     No 

 
 


