Name: Reason for Visit:

Date of Birth: Primary Care Physician:

Past Medical History

Select any of the following medical conditions you currently have:

DAnxiety Lend Stage Renal Disease [prostate Cancer
L Arthritis Lcerp [Radiation Treatment
L Asthma IjHearing Loss Useizures

U Atrial Fibrillation IjHepatitis Ustroke

[L8one Marrow Transplant Iijpertension CNone

ClgpH ClHiv / AIDS Lother

[JBreast Cancer IijperchoIesteroIemia

[lcolon Cancer Iijperthyroidism

Ucord DHypothyroidism

IjCoronary Artery Disease L Leukemia

IjDepression I:|Lung Cancer

U piabetes Iijmphoma

Past Surgical History
Have you had any surgeries on the following organs?

IjAppendix (Appendectomy) Llovaries (Oophorectomy): Endometriosis
Clgladder (Cystectomy) Lovaries (Oophorectomy): Ovarian Cancer
Lgreast: Lumpectomy (Right, Left, Bilateral) Uovaries (Oophorectomy): Ovarian Cyst
[greast: Mastectomy (Right, Left, Bilateral) Lovaries: Tubal Ligation
Ll Gallbladder (Cholecystectomy) Upancreas: Pancreatectomy
ClHeart: Coronary Artery Bypass Surgery IjProstate (Prostatectomy): Prostate Biopsy
[Heart: Mechanical Valve Replacement Uprostate (Prostatectomy: Prostate Cancer
I:|Heart: PTCA LIRectum: APR
Lioint Replacement: Hip (Right, Left, Bilateral) LJRectum: Low Anterior Resection
Loint Replacement: Knee (Right, Left, Bilateral) I:|Spleen (Splenectomy)
I:|Kidney: Kidney Stone Removal Cltesticles (Orchiectomy)
0 Kidney: Kidney Transplant Oluterus (Hysterectomy): Fibroids
Cliiver: Liver Transplant Oluterus (Hysterectomy): Uterine Cancer
Uother Cluterus (Hysterectomy): Cervical Cancer
I:|None
Prescription History consent
(This will allow us access to your prescription history)
Please check one:
I:|Yes O No
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Name:

Skin History

Medications
List all current medications:

Have you had any of the following?

DAcne
DActinic Keratoses
DBasaI Cell Skin Cancer

DBlistering Sunburns

IjEczema

0 Hay Fever / Allergies

Ijf\/lelanoma

DPrecancerous Moles

DPsoriasis

Iquuamous Cell Skin Cancer

DNone

I:|Other

Do you wear Sunscreen?

I:|Yes I:|No

Do you tan in a tanning salon?

I:|Yes I:|No

Do you have a family history of Melanoma?

Allergies

List all allergies and reactions if known:

I:|Yes I:|No

If yes, which relative?
L Mother

I:|Father

Preferred Pharmacy
Name:

IjSister
IjBrother
IjDaughter

City, Zip code:

I:|Son

Phone:

IjGrandmother
IjGrandfather

Vaccination Status
Have you had any of the following?
Pneumonia Vaccine

I:|Yes 0 No

Flu Vaccine

I:IYes O No

Advanced Care

Do you have a health care proxy in the event you are unable
to make your own medical decisions?

Please check one:
I:|Yes I:|No

Name:

L] other

Social History

Alcohol Intake (please choose one):
L1 None
L1 1orless per day
L1 2 or more per day

Smoking Status (please choose one):
L1 current every day smoker
L1 Former smoker
L1 Never a smoker

Phone number:
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