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    TODAYS DATE: ______________________ 
 
PATIENT NAME: ________________________________________________ DATE OF BIRTH: _____________________ 
 

REASON FOR VISIT, LOCATION OF PROBLEM, DURATION OF PROBLEM:    _____________________ 

_____________________________________________________________________________________________________ 
 

MEDICATIONS: (ENTER ALL CURRENT MEDICATIONS INCLUDING NON-PRESCRIPTION, TOPICAL, AND BIRTH CONTROL IF NONE WRITE N/A) 

        
     
     
     
     
     
     
     
     

 

ALLERGIES: (PLEASE ENTER ALL ALLERGIES INCLUDING ALLERGY TO MEDICATIONS IF NONE WRITE N/A) 
 

     
 

PAST MEDICAL HISTORY: (CHECK ALL THAT APPLY. IF NONE, PLEASE CHECK NONE) 

 Allergies (Seasonal)   
 Asthma 
 Bleeding Disorder (or bleeding issue)  
 Cancer:   
 Coronary Artery Bypass 
 Depression  
 Diabetes  

 Fever Blister 
 Heart Valve Replacement  
 High Blood Pressure  
 High Cholesterol  
 HIV/AIDS 
 Joint Replacement  
 Kidney Transplant  

 Liver Disease 
 Lupus 
 Rheumatoid Arthritis  
 Reflux 
 Organ Transplant   
 Thyroid Disease  
 NONE

 

IMMUNIZATIONS: 
Flu Vaccine    Yes      No          If yes, date:__________________ 
Tetanus Yes      No          If yes, date:__________________ 
Shingles Yes      No          If yes, date:__________________ 
Pneumonia Yes      No          If yes, date:__________________ 

 

SURGICAL HISTORY: ANY MAJOR SURGERIES?  Yes      No 
 

If yes, please list.  ____ 
 

SKIN HISTORY: (CHECK ALL THAT APPLY. IF NONE, PLEASE CHECK NONE) 

 Acne  Psoriasis  Do you use sunscreen? 
 Dry Skin  Actinic Keratosis (precancers)  Do you use or have you used tanning beds? 
 Eczema  Past blistering sunburns 

 
 NONE                                  
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HISTORY OF SKIN CANCER: (CHECK ALL THAT APPLY. IF NONE, PLEASE CHECK NONE) 
 LOCATION (on body)  TREATMENT 
 Melanoma    
 Basal cell carcinoma    
 Squamous cell carcinoma    
 Abnormal moles    
 NONE    

 

FAMILY HISTORY OF SKIN CANCER INCLUDING MELANOMA?      Yes   No 
 

If yes, whom:   
 

SOCIAL HISTORY: 
Do you have a history or currently use tobacco products?   Yes  No 

   Do you drink alcohol?  Yes  No   If yes, how much?      Weekly Daily (circle one) 

Do you currently use recreational or street drugs?    Yes   No  

Occupation: ___________________________________________________________________________________________ 

Hobbies: _______________________________________________________________________________________________  

REVIEW OF SYSTEMS: (CHECK ALL THAT APPLY. IF NONE, PLEASE CHECK NONE)

 Fever or Chills  Problems with healing 
 Joint pain  Problems with scarring/keloids 
 Night sweats  Unintentional weight loss  
 Problems with bleeding   NONE 

 
ALERTS: (CHECK ALL THAT APPLY. IF NONE, PLEASE CHECK NONE)

 Allergy to Adhesive  
 Allergy to Lidocaine 
 Allergy to Topical Antibiotics  
 Artificial Heart Valve  
 Artificial Joint/Replacement  
 Blood Thinners 
 Defibrillator 

 MRSA 
 Pacemaker 
 Require antibiotics prior to a surgical procedure  
 Rapid heartbeat with Epinephrine 
 Are you pregnant or currently trying to get pregnant?  
 Breastfeeding 
 NONE 

 

HEIGHT:  _____________________________             WEIGHT: ______________________ 
 

PREFERRED PHARMACY: 
Preferred Pharmacy Name:    Phone (if known):   

Address (or cross streets):  City:    

ADVANCED CARE PLAN: (age 65 and older) 
Do you have an Advanced Care Plan  Yes      No   If yes, please provide a copy for your medical record. 

Surrogate decision maker? Yes      No          If yes, please complete the below: 

Name :_____________________________________   Relationship to you:______________________________ 
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