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Medical Conditions 

Please mark the skin condition that you or your family/ blood relatives have OR have had 

Condition 
High blood pressure 

Asthma/bay fever 

Liver Disease 

Kidney Disease 

Depression/psychiatric 

Diabetes 

Tuberculosis 

Autoimmune disease 

Gastrointestinal disease 

Arthritis 

Pacemaker 

MEDICATIONS: 

Self Family 

-- -

Relation Condition Self Family Relation 

Congestive heart failure 

Mitral Valve Prolapse 

Hyperlipidcmia 

Atrial Fibrillation 

Multiple Sclerosis 

Thyroid Disease 

Hepatitis C 

HIV / AIDS 

Bleeding Disorder 

Cancer / Lymphoma 

Blood Thinner 

Please list any current prescription and "over-the-counter" medications AND any alternative or complementary therapies AND 
supplements that you use or take. Please include the name of the product, how much, and how often you use or take it. Use the back 
of this sheet to continue if necessary. 

MEDICATION #1 How much (dose)? How often (frequency)? 

MEDICATION #2 How much (dose)? How often (frequency)? 

MEDICATION #3 How much (dose)? How often (frequency)? 

l\lIBDICATJON #4 How much (dose)? How often (frequency)? 

MEDICATION #5 How much (dose)? How often (frequency)? 

Skin History 

Doyousunbathe? QYesQNo Have you used tanntnc beds? 0 Yes O No History of Skin Cancer: 0 Ye.s O No 

Date of last skin cancer: ______ Date of last Flu shot: ________ Date of last Pneumococcal shot: ________ _ 

Please mark the skin condition that you or your family / blood relatives have OR have had 

Condition Self Faniilv Relation Condition Self Family 

Actinic Keratosis Psoriasis 

Basal Call cardnoma Difficulty with wound heafi� 

squamous cell carcinoma DiftiQllt with skin infections 

Mclunom11 Hives 
Atypic21 / Dysplastic Mole Eczema/ Rashes 

Kelold / Scars Rosacea 
Acne/ Accutanc Other Skin Ccmdlt{ons 

Females only: Are you pregnant? O Yes O No Are you nursing? O Yes O No Do you take birth control? Q Yes O No 

Do you smoke? 0 Never O Current O Former, Total years smoking ___ _ 

Do you drink alcohol? O None O Less than l drink per day O 1·2 drinks per day 

Current Medications: 0 None O See attached list OR please list below 

Patient MEDICATION Alle�les;Q No Known Drug Allergies 

0 3 or more drinks per ciay 

Relatlert 

Signature: ______________________ _ Date: __________ _ 
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