Dermatology Center for Skin Health Patient Information Form

Patient Name:  __________________________________       Date of Birth: ____/____/____        Today’s Date: ____/____/____

Address: _______________________________________________________________________________________________

Email Address: __________________________________________________________________________________________

Home phone:  ________________________________________
Cell Phone: ______________________________________

Did another physician refer you? ( YES  ( NO 
If yes, please list the name of the physician:__________________________

If you were not referred, how did you hear about our office? _______________________________________________________

If any medications are prescribed today, what pharmacy do you use? _______________________________________________

Pharmacy location: ________________________________

Primary Insurance company: _______________________________________________________________________________

Policy number: ___________________________________
 Name of the insured:_____________________________________

Group number: ___________________________________
 Insured’s Date of Birth: ____/____/____ 

Relationship to insured:  ____________________________

Secondary Insurance company: _____________________________________________________________________________

Policy number: ___________________________________
 Name of the insured:_____________________________________

Group number: ___________________________________
 Insured’s Date of Birth: ____/____/____ 

Relationship to insured:  ____________________________

In case of Emergency, who should be notified? ________________________________________________________________

Phone: __________________________________________
  Relationship to patient:__________________________________

Do you give our office permission to discuss your medical information with family members?

( YES
     ( NO  If yes, please provide their names and phone numbers below

Name: ___________________________________________  Relationship to patient:__________________________________

Phone:___________________________________________  Date of Birth: ____/____/____ 

May we leave personal medical information on your answering machine or cell phone? ( YES
     ( NO  

May we email personal medical information to you? ( YES       ( NO  
medical history____________________________________________________________________________________

Reason for today’s visit:  ___________________________________________________________________________________

Are you allergic to any medications?  
( YES

( NO

If yes, list below:

1.  _____________________________________________ 

2.______________________________________________

Have you ever had dental anesthesia (Novocaine)?   ( YES
     ( NO  
Any bad reaction?     ( YES
     ( NO  

List all medications you are currently taking (including prescriptions, over-the-counter medications, viatmins, and herbals):

1.________________________________3. ________________________________   5.________________________________

2.________________________________4. ________________________________   6.________________________________

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

Respiratory:

YES
NO
Gastrointestinal:

YES
NO

Chronic cough

(
(

Adominal pain

(
(

Morning cough

(
(

Change in appetite
(
(

Wheezing

(
(

Constipation

(
(

Coughing up blood
(
(

Diarrhea

(
(

Shortness of breath
(
(

Heartburn

(
(







Jaundice

(
(







Nausea


(
(







Vomiting

(
(
(OVER)
medical history____________________________________________________________________________________

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

Cardiovascular:

YES
NO
HEENT:


YES
NO


High blood pressure
(
(

Blurred vision

(
(






Chest pain

(
(

Burning eyes

(
(

Palpitations

(
(

Sinus pain

(
(
Congestive heart failure
(
(

Styes


(
(







Tearing


(
(






Vision changes

(
(











Dry eyes

(
(
Immunological:

YES
NO
Neurological/Psychiatric:
YES
NO






Environmental allergies
(
(

Anxiety


(
(



Food allergies

(
(

Depressed mood
(
(



Infections

(
(

Difficulty concentrating
(
(
Contact dermatitis
(
(

Self consciousness
(
(






Suicidal ideation
(
(


List any other disease or conditions: _________________________________________________________________________

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

Skin:
Have you ever had skin cancer?



(YES
(NO



Has anyone in your family had skin cancer?

(YES
(NO



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 ( Foods ( Environment ( Bandages 








   ( Other ____________________________________________________

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

(Women) Are you pregnant?
( YES

( NO

Due Date:  ____/____/____
Completed by:

(
Patient


_____________________________________________
      ____/____/____
____/____/____





Signed by Patient





        Date


Updated
(
Patient’s Guardian
_____________________________________________
      ____/____/____
____/____/____





Signed by Patient’s Guardian




        Date


Updated




_____________________________________________






Please print name





        
Please present your insurance card(s) and a photo ID to the receptionist along with this completed form.  Thank you.
