MEDICAL HISTORY |

The doctors and staff of Advanced Dermaltology 8 Cosmetic Surgery are pleased that
you have chosen us for vour hesltheare needs. Please complete this form so we may
) . . better serve you. The inforination you provide will assist us /i attending to your health-
¥ Y A% 3 At
i’ﬁd‘ﬁ ﬂI‘l(,L;d' P(él mflff}_lﬂg? care needs more slfectively and efficiently. It is important that you provide us with any
& Cosmelic Surgery changes or updates (address, nsurance company. ele.f each time you see us. For more
information about the products and services we offer, please speak with a member of
our staff.

Patient Date

Reason for today’s visit

Do you have now, or have you ever had diseases or conditions of: (i yes, please check box)

Lungs
i Bronchitis i Emphysema .. Astluna " Chronic Cough % Morning Cough
Vascular
High Blood Presswre  Chest Pain © Heart Attack " Heart Murmuy irrequiar Heartbeat
Pacemaker 7 Bloosf Clots/Phiabitis 7 Mitrol Valve Protapse
Other Systemic
3 Diabetes 1 Thyroid Z Kidney 23 Bladder 73 Stomach
0 Bowel {1 Hepatitis A/B/C L+ Glaygoma 2 ArthritisfJoint
Current Medlcation Y N Ifves,
Do you have any allergies to food or medicine? o ZF please list
If yes,
Do vou currently use any praphylactic antibiotics? .. please st
{If yes,
Do youdrink aleohol? _ _ L what o dAmtperdny
{If yes,
Bo you cureandly use IV drugs? . ¢ owhat) | Amt per day
it yes,
Do you currently take any medications? . © please list
Have you ever heen exposed to HIVIAIDS? . Tt Have you ever had a blood transtusion? Y1 N
Have you ever had dental anesthesia {Novacaine)? o 5 Any Adverse reaction? YL N2
Are you latex intolerant?
Skin Y N {If yes)
Have you aver had skin cancar? H - Loeation{s)
Family history of skin cancer? : Relationship:
Relationship: Relationship:
Do you currently use skin care products? o Il ves, what)
When exposed to sun, do you: 1 Tan T Tan 8 Burn 70 Burn
List any other disease or condition we should he aware of:
Lisl surgica! proceduras performed within the last 8 months:
Please answer the following tuestions. Y N Y N
AL Do you smake? o e B. Do you bleed easily? HE
C. {Woman} Are you pragnant? i : D. Do you have artificial joints, pins or screws? ! ! [ R

If no, date of last menstrual period . Do you require antibiotics prior 1o surgery? (& -

£ What is your occupation?

Signed by
Completed by: Patient ™ initial}  Physician Date
MNwrse 7 {initial)
M.A. D tinitigl)  Reviewed hy Date
Preferred Pharmacy
Location Pharmaey Phane Number

02182c 502

Nurse [indtial)  MLAL {initial)  Reviewed hy ! {initial)  Date




