




Dermatology Medical History
Patient: _______________________________________________________________________________ Date:____ /____ /____

Reason for today’s visit: _________________________________________________________________________________________

Are you allergic to any medications? ❑  YES ❑  NO If yes, list below:
1. ______________________________________________________ 2.___________________________________________

Are you allergic to Latex? ❑  YES ❑  NO 
Are you allergic to Lidocaine? ❑  YES ❑  NO

List all medications you are currently taking (including prescriptions, over-the-counter meds., vitamins, and herbals)
1. _____________________________  3. _____________________________ 5. _____________________________
2. _____________________________  4. _____________________________ 6. _____________________________

Do you have now, or have you ever had diseases or conditions of: (Please check YES or NO)

Lungs:  YES NO Other Systemic: YES NO
  Bronchitis ❑ ❑  Diabetes ❑ ❑ 

Emphysema ❑ ❑  Thyroid Disease ❑ ❑ 
Asthma ❑ ❑  Kidney  ❑ ❑ 
     Bladder Infections ❑ ❑

Cardiovascular: YES NO  Gastrointestinal 
  High Blood Pressure ❑ ❑   Stomach absorptive disorder ❑ ❑ 

Chest Pain ❑ ❑   Nausea, vomiting, diarrhea 
Heart Attack ❑ ❑    when taking antibiotics ❑ ❑ 
Irregular Heartbeat/Murmer ❑ ❑  Yeast infection when 
Blood clots ❑ ❑   taking antibiotics ❑ ❑ 
Pacemaker/Defibrilator ❑ ❑  Arthritis/Joint Deformity ❑ ❑ 
      Joint Pain ❑ ❑ 
	 	 	 	 	 	 Artificial	joint	 ❑ ❑ 
     Convulsions, Epilepsy or Seizures ❑ ❑ 
     Fainting  ❑ ❑

List any other diseases or conditions: ___________________________________________________________________

List surgical procedures you have had in the last 6 months: __________________________________________________

Skin:
  Have you ever had skin cancer? ❑ YES ❑ NO If yes, _______________________________ 

Has anyone in your family had skin cancer? ❑ YES ❑ NO If yes, _______________________________ 
Do	you	have	a	history	of	any	specific	skin	diseases?	 ❑ YES ❑ NO If yes, _______________________________ 
Do you have problems with healing ❑ YES ❑ NO 
Do you develop keloids (scars) after surgery ❑ YES ❑ NO 
Do you bleed easily? ❑ YES ❑ NO 
Do you develop skin rashes in reaction to  ❑ Medications ❑ Food  ❑ Environment? ___________________________

Social History:
Do you drink alcohol? ❑ YES ❑ NO If YES _________ drinks per day
Do you use IV drugs? ❑ YES ❑ NO If YES, what? ________________________ How often? __________________
Do you smoke? ❑ YES ❑ NO If YES, how much: ______________________________________________
Have you had or have you been exposed to HIV (AIDS)? ❑ YES ❑ NO

Please answer the following questions:
 (Women) Are you pregnant? ❑ YES ❑ NO First Day of Last Menstrual Cycle:____ /____ /____

 What is your occupation? ____________________________________ Hobbies? ___________________________

Completed by: ❑ Patient  _________________________________ ____ /____ /____ 
 ❑ Medical Assistant _________ Signed by Patient Date

  Initials _________________________________ ____ /____ /____
   Reviewed by Date
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Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including identifying 
or locating) a family member, your personal representative or another person responsible for your care, of your location, your general 
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you with an opportunity 
to object to such uses or disclosures. In the event of your incapacity or emergency circumstances, we will disclose health information 
based on a determination using our professional judgment, disclosing only health information that is directly relevant to the person’s 
involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make reasonable 
inferences of your best interest in allowing a person to pick up prescriptions, medical supplies, x-rays or other similar forms of health 
information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your written 
consent.

Required By Law: We may use or disclose your health information without your consent or authorization in certain situations. These 
situations include; Required By Law; Public Health; Communicable Disease; Health Oversight; Abuse or Neglect; Food and Drug 
Administration; Legal Proceeding; Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research; Criminal Activity; 
Military or National Security; Workers’ Compensation; Inmates; Required uses and Disclosure. The use or disclosure will be made in 
compliance with the law and will be limited to the relevant requirements of the law.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as voice 
mail messages, letters).

Patient Rights
Following is a statement of your rights with respect to your protected health information.

Access: You have the right to look at or get copies of your health information, with limited exceptions. You must make a request in 
writing to obtain access to your health information. We will charge you a reasonable cost-based fee for expenses such as copies and 
staff time. Under federal law, however, you may not inspect or copy the following records: psychotherapy notes; information compiled 
in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding; and protected health information that is 
subject to law that prohibits access to protected health information.

Disclosure Accounting: you have the right to receive a list of instances in which we or our business associates disclosed your health 
information, for purposes other than treatment, payment, healthcare operations and certain other activities for the last 6 years, but not 
before April 14, 2003. If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based 
fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclose of your health information. You 
may also request that any part of your protected health information not be disclosed to family members or friends who may be involved 
in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must be in writing and must state 
the specific restriction requested and to whom you want the restriction to apply. Your physician is not required to agree to a restriction 
that you may request. If the physician believes it is in your best interest to permit use and disclosure of your protected health information, 
your protected health information will not be restricted. You then have the right to use another healthcare professional.

Alternative Communication: You have the right to request to receive confidential communications from us by alternative means or at 
an alternative location. You must make this request in writing. Your request must specify the alternative means or location, and provide 
satisfactory explanation of how payments will be handled under the alternative means or location you request. You have the right to 
obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively; i.e.; electronically.

Amendment: You have the right to request that we amend your health information. Your request must be in writing and it must explain 
why the information should be amended. We may deny the request under certain circumstances. If we deny your request for amendment, 
you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with 
a copy of any such rebuttal.

Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been 
violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you 
for filing a complaint.
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