





Medical History 

Patient Name_____________________________________DOB_________Age_____Date_________________

Reasons for today’s visit________________________________________________Referring MD______

Have you had problems with the following (please circle):

Acne






Asthma
Atypical moles





Blood clots

Eczema






Depression
Psoriasis






Diabetes

Skin cancer





GERD
   Basal Cell Carcinoma




HIV disease
   Squamous Cell Carcinoma



High blood pressure
   Melanoma





Heart disease

Actinic Keratosis (precancerous skin lesions)

Kidney disease

Allergies





Liver disease

Other skin disease____________________________________________________________________

Other medical diseases__________________________________________________________________

Do you have any artificial joint, or prosthetic (artificial) heart valves?  Yes   /   No

Do you have a pacemaker or Implanted Defibrillator (AICD)?    Yes   /   No
Have you had an organ transplant?  Yes  /  No

Females:  Are you pregnant?  Yes  /  No    Are you planning to become pregnant?   Yes   /  No

Have you been told to take antibiotics every time you have dental work or other procedures?   Yes   /   No

List current prescription and over-the-counter medications.  Include medications applied to the skin 

_____________________________________________________________________________________
_____________________________________________________________________________________

Please list allergies to medications:_________________________________________________________

Circle any disease you have in the family:  Atypical moles    Skin cancer (who?_____________________)  

Melanoma(who?_____________________)  Eczema     Psoriasis      Diabetes     

Do you use tobacco?  No  /  Yes  (if yes, circle type)    Cigarettes     Cigars     Chewing tobacco

Do you drink alcohol?  No  /  Yes  (if yes, number of drinks per day___________)

Do you use recreational drugs?  No  / Yes (if yes, type and frequency_______________________)

Occupation___________________________  Who do you live with? __________________________

Do you wear sunscreen daily?   Yes   /   No

Signature:______________________________________________  Patient  /  Family member (circle)


