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gEDERMATOLOGY
= and SKIN CANCER CENTER, PA




MEDICAL HISTORY FORM
Patient: _______________________________
Date: _____________ Chart Number ____________
Date of birth: __________________________
Age: ____________


Insurance ________________________

Family physician: ______________________
Did your physician or another provider recommend that you see us?    ⁭Yes     ⁭No      Who? ____________
Do you request a total body skin exam today?     ⁭Yes      ⁭No
FIRST PROBLEM
What is the main problem we are seeing you for today? ___________________________________________
What areas of your body are affected? _________________________________________________________

How long have you had this problem? _________________________________________________________

Please circle all your symptoms:    pain,     itch,     bleeding,     enlargement,    spreading,    burning,    redness, 

embarrassment,     blistering,      other: __________________________________________________     

What oral medications have you been given for this problem? ______________________________________

What topical medications (creams or ointments) have you tried for this problem? _______________________

List any other treatments you have used: _______________________________________________________

Which of these products have been helpful? ____________________________________________________

SECOND PROBLEM
What other problem are we seeing you for today? ________________________________________________

What areas of the body are affected? __________________________________________________________

How long have you had the problem? _________________________________________________________

Please circle all your symptoms:     pain,     itch,     bleeding,    enlargement,    spreading,    burning,    redness,

embarrassment,     blistering,     other: __________________________________________________

What oral medications have you been given for this problem? ______________________________________

What topical medications have you tried for this problem? _________________________________________

List any other treatments you have used: _______________________________________________________

Which of these products have been helpful? ____________________________________________________
*** Please fill out the back of this form when through with front***

Current medications/supplements:__________________________________________________________
________________________________________________________________________________________

________________________________________________________________________________________

Allergies: _______________________________________________________________________________
Do you have any history of the following conditions?      ⁭Yes       ⁭No            Please mark all that apply
⁭ Eczema

⁭ Asthma

⁭ Hayfever

⁭ Excessive scarring
⁭ Melanoma

⁭ Skin cancer

⁭ Psoriasis

⁭ Bleeding problems

⁭ Arthritis

⁭ Diabetes

⁭ HIV / AIDS

⁭ Heart problems/Type _________
⁭ Liver problems
⁭ Hepatitis

⁭ High blood pressure
⁭ Artificial joints/Heart valves

⁭ Kidney problems
⁭ Pacemaker

⁭ Stomach problems
⁭ Mental illness/Depression

⁭ Thyroid problems
⁭ Transplant

⁭ Other cancer: ___________________________________
⁮ Fever/Cold Sores/Shingles
Are you pregnant?    Yes      No         Last menstrual period: ___________           Breastfeeding?    Yes       No

Any other conditions we should know about? ___________________________________________________

Prior surgical procedures: ___________________________________________________________________

________________________________________________________________________________________

Are you currently experiencing or have you recently experienced any the following conditions?      ⁭Yes       ⁭No            Please mark all that apply
⁭Diarrhea/nausea/vomiting

⁭ Cough/shortness of breath

⁭ Pain/burning on urination

⁭ Fever/chills/night sweats

⁭ Weight change


⁭ New onset of joint aches

⁭ Fatigue/low energy levels

⁭ Depression/anxiety


⁭ Numbness/weakness

⁭ Other rashes of concern

⁭ Other skin growths/ spots of concern
⁭ None of the above
Does your family have a history of any of the following: ⁭Yes       ⁭No           Please mark all that apply 
⁭ Asthma        ⁭ Hayfever/seasonal/pet allergies        ⁭ Melanoma  
⁭ Skin cancer        ⁭ Psoriasis                ⁭ Eczema        ⁭ Other: _______________________________________

When you are exposed to the sun, do you:    ⁭Tan only    ⁭Tan, rarely burn    ⁭Burn then tan    ⁭Burn only     

On average, how many alcoholic beverages do you have in a week?   ⁭0     ⁭1-2     ⁭3-6     ⁭7-14   ⁭15-25
On average, how many packs of cigarettes do you smoke each day?  ⁭0    ⁭less than 1   ⁭1-2   ⁭more than 2
Do you use chewing tobacco or smoke a pipe/cigars?

__________________________________________

__________________

Patient or patient representative signature


Date

__________________________________________

___________________
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