
Patient:

Dermatology Medicol History

Date of Eirthr -.-..J-______ ..,/_ Today's Date: -_____J__r/_
Reason for today's visit:

Are you alleGic to any medications? IYES tr NO lf yes, list bslow 9!-atsOgb..@gf:

1._ 2.

Have you ev€r had denEl anesthesia (Novocain)? B YES tr NO Any bad reactlon? o yES c NO

Do you take an antibiotic priorto dentalcleaning? o YES B NO

D● YOu ttke a blood thinner?□ YES● NO IfYES,which one?

Do you have a pacemaker/defibrillator/stimulator/other electrlcal device in your body? o yES tr NO

Litt gfglEgIgEt of all medications yor.r are currentv tdking (including prescriptions, birth control, over-the-counter, vitamins, supplements and

herbals):

1. 3. s_

oo you have now, or have yor| ever had disease 5 or conditions qt: CIRCLE if

Asthma Diabetes Arth「ltis

Shortness of Breath Amputation Art ficial Joint

High Blood Pressure Thyroid Disease Polycystic Ovarian Syndrome
Chest Pain Abnormal (idney Fundion Seizures
Heart Attack Dialysis lmmune Suppressed
lrregular Heartbeat Stomach Absorptive Disorder Glaucoma
lnflammation of a Vein Stomach Ulcer Liver Disease
Blood clot Eleeding Disorder Depression/Anxiety
Arti■ cial Heart Valve Yeast infection while taking antibiotics Dementia

Are C:RCLE if

Fever/Ch‖ ls Weakness/Vi5ion Ch3 nges Easy Bleeding,/Bruising
Cough/Shortness of Sreath Sun Sensitivity Burning with Urination
Nausea/Vomiting/Diarrhea Joint Pain Swollen Glands
Chest Pain

ll堅型壼g/Painfuγ!tC,ng/Changing Sttn teЫ ons Nose Bleeds
Headache Rash

List any other diseases or conditions:

List surgical procedures you have had within the last 5 months:

Have you ever had skin cancer? tr YES o NO

lf YEs please check type: tr Actinlc (eratosls (precancerl tr Easal Cell B Squamous Cell o Melanoma
o Don't Koow c Other _

Has anyone in your f"mily had skin cancer? c YES s NO

lf YES please check type: tr Actinic Keratosis (pre-cancer) oBasalCell tr Squamous Cell o Melanoma

a Don't Know o Other _
Do you have a history of any spe€ific skin dlssases? tr YES o NO

lf YES please check type: D Eczema o Psoriasis tr Other

Do you have a history ofother types ofcancer (besides skin cancer)? o YES o NO

r YES,what type2

Do you develop keloids (thick scars) after surgery tr YES tr NO

Do you develop skin rashes in reaction to c Medications o Food E Environment tr Eandages o Topical Polysporin

o Other
Do you drink alcohol? o YES tr NO lf YES please cir€le: 1 per week / 1-6 per week/ >6 per week
Do you use lV drugs? o YES s NO lf YEs, what? How often?
Do vou smolleア ロ YFヽ o NOIア YE5,now much:

Have yo● had or have vou been exposed to H:V(AIDS)7● YES o NO  Hepatitis c,o YES 8 NO

Have vou had the mu vacclnein thel● st■2 months,o YES● NO lf YE,when:______(Mo自 th/Vear}
Have vou ever had the pneumo口 ia vaccineア ロYES□ N0
(Women)Are vou pregnant7 o YES口 NO Due Date:__ノ   ノ__  Breastreeding?● YES● NC
What is your occupation?
Completed by: tr Patient Date:  /」

Date:___ノJ___

Signed by Patient□Med Assist

lnitials

Reviewed by

Hobbies?


