
 

___________________________________________ 

       Patient  Name 
 
 

 

Medical History Form 

Circle or write in response 

Allergies to Medications: 

Latex, Neosporin/ Polysporin, Adhesive 

Penicillin, Sulfa, tetracyclines 

Lidocaine, Epinephrine 

Other: 

List of Medications: 

 

Blood Thinners:  Aspirin, Coumadin, Heparin, Plavix, Fish Oil 

Pacemaker:  Yes   No 

Excessive Sun exposure, use of Tanning beds, or medical light therapy:   Yes   No 

Radiation Therapy/exposure:   Yes    No 

 

Past history of Skin Cancers: 

Basal Cell Carcinoma- Date:   Location: 

Squamous Cell Carcinoma- Date:  Location: 

Melanoma- Date:    Location: 

Atypical/Dysplastic/ or Precancerous Moles 

Precanerous or Actinic Keratosis 

Family History of Skin Cancers (please list family member): 

Basal Cell Carcinoma-  

Squamous Cell Carcinoma-  

Melanoma-  

Atypical/ Dysplastic/ or Precancerous Moles-  



 

__________________________ 

        Patient Name 

 

 

Family History of: 

Psoriasis 

Eczema 

Acne/Rosacea 

Hair Loss 

Other Dermatologic Problem: 

Past history of: 

Psoriasis 

Eczema 

Acne/Rosacea 

Hair Loss 

Other Dermatologic Problem:  

Allergic/ Immunologic Conditions: Asthma, Seasonal Allergies, Lupus, Sarcoidosis 

Heart: High blood pressure, Heart attack, Irregular heartbeat, Pace maker 

Circulation:  Blood Clots, Varicose veins, Phlebitis 

Glands/ Endocrine:  Diabetes, Thyroid, Polycystic Ovarian Syndrome 

Gastrointestinal:  Reflux, Inflammatory Bowel Disease, Irritable Bowel Disease 

Kidneys: Kidney Failure, Dialysis 

Joints:  Arthritis: Rheumatoid, Osteo, Psoriatic, Gout 

Psychiatric:  Yes   No   Depression, Bipolar 

Organ Transplant:  No    Yes    Organ   Year of Transplant 

Cancer/ Blood Disorder:  Yes    No 

Type/ Treatment: 

 

 




