Dermatology Medical History

Patient: Dale: ! {
Reason fortoday's visit:

Are you allergic to any medications? @ YES [ NO f yes, list below:

1. 2

Have you ever had dental angsthesia (Novocaine)? OYES QNG Any bad reaction? A YES {1 NGO

List all medications you are currently taking {including prescriptions, over-the-counter meds., vitamins, and herbals):

1. 3 5,

2. 4. 6.

¢ you have now, or have you ever had diseases or conditions of: {Please check YES or NOY}

Lungs: " YES NO Gther Systemic: YES  NO
Bronchitiz a a - Ciabetes o a
Emphysemsa d Ll Excessive lhirstfhunger o a
Asthma O A Ampiation O O
Chronic Cough a a Thyroid | ]
Morning Cough M| a Kithney [ |
Shertness of Breath i a Dhalysis a a
Wheezing a a ladder [ | o

Fragquencyfbuming W a
Cardiovascular: YES NO Gastrointestinal )
High Blood Pressure 0 G Stomach absorptive disorder 8 a
Chest Pairt Q a Mausea, vomiting, diarrhea
Heart Altack o G when taking antibiotics a a
Hearthturmur o a Yeastin fec:’EiDn whfarla .
Iregular Heartbeat O 0 3 taPl:lng anhhu?tlcs a a
Phiebitis 0 0 Arth r|t|stD|r_1t Deformity a a
Inflarmation of vein ¥ | ‘a‘.”hralg'a . Q -
Biood clots ] a Larqlteq FRotion Q =
. Artificial joint a a
Pacemaker Ll " Convulsions, Epilepsy of Seizures O a
. , . Fainting a {

List any other diseases or conditions:

List surgical precedures you have had in the last § manths:

Skin: Have yvouaver had skincancer? H YES & MO

Haz anyons in your family had skin cancer? O vES A MNO

Do you have a history of any specific skin diseases? O ¥ES 8 NDO  lfyes,

Do you have problams with haaling Q YES Q NO

Do you develop keloids {scars) after surgery a vES a N

Do you bleed easily? O YES 8 N

Da you develop skinrashes inreaction to O Medications & Foed O Ervironment O Bandages O Topical Neospaorin
Cher

Sacial History:

BPrayou drink alcohol? O YESOND KYES drinks per day

Do youuse 1V drugs? O YEZAND KYES, what? How often? -

Cra you smoke? LI YES NGO FYES, how much:

Hawve you bad or have you been exposed to HIV {AIDS)? 0 YES O NO

Please answer the following guestions:

(Women) Are youo pregnant? O YES A MG BueDate: F ¢
Whatis your occupation™? Hobbies?
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