HISTORY CHECKLIST

NAME: Date of Birth: Today’s Date
Address: City State:
ZipCode Telephone Cellphone

May we discuss medical information or test results with family members?

If yes, please list their names and relationship to you:

May we leave medical information or test results on your answering machine? YES NO

Name of the physician who referred you to us

Address/City

MEDICAI/SURGICAL HISTORY:
1. Do you have any of the following? (Circle)

High Blood Pressure Heart murmur Bleeding Disorder
Diabetes Jaundice/Hepatitis Tuberculosis
Heart Disease Cancer Glaucoma
Pacemaker/Defibrillator Artificial Joints/arthritis Allergies
Valve/Stent Placement Thyroid Disease Asthma

Stroke Seizures or Epilepsy Fainting

2. List serious illnesses, operations, or hospitalizations

3. Do you need to take antibiotics prior to dental or surgical procedures: YES NO

4. Are you pregnant or planning on becoming pregnant? YES NO

5. List MEDICATIONS you are currently taking, include oral medications, creams and herbal
supplements:

NAME DOSE HOW OFTEN




6. ALLERGIES TO MEDICATIONS:

7. PROVEN ALLERGY TO LATEX: YES NO

8. Social History: Do you use tobacco products? Do you drink alcohol?

SKIN HISTORY

1. Current or prior skin problems

2. Skin Cancer History:
3. Severe Sun Exposure: 4. X-ray/Radiation Treatments:
5. When you are exposed to sunlight do you: Burn Burn-Tan Tan only

FAMILY MEDICAL HISTORY (list serious medical problems/conditions of family members including skin cancers)
Mother Father
Siblings
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