COASTALDERMATOLOGY  Medical History

Patient Name:

Past Medical History: (please circle all that apply) NONE
[]Anxiety [IDepression [JThyroid Problems
[ Arthritis [‘IDiabetes [CJ(Hypo or Hyper)
[]Asthma [C]End Stage Renal Disease [JLeukemia
(] Atrial fibrillation [CJGERD [JLung Cancer
[ |Bone Marrow [JHearing Loss [ JLymphoma
[ITransplantation [JHepatitis [JProstate Cancer
[IBreast Cancer [JHigh Blood pressure [JRadiation Treatment
[]Colon Cancer [JHIV/AIDS []Seizures
CJcopD [CJHigh Cholesterol []JStroke
[JCoronary Artery Disease

Other

Past Surgical History: (please circle all that apply) NONE

[JAppendix Removed

[IBladder Removed

[[]Mastectomy (Right, Left, Bilateral)
[JLumpectomy (Right, Left, Bilateral)

[1Joint Replacement within last 2 years
[JKidney Biopsy (Nephrectomy)
[IKidney Removed (Right, Left)

[[]Breast Biopsy (Right, Left, Bilateral) [JKidney Stone Removal
[]Breast Reduction [JKidney Transplant
[]Breast Implants [[JOvaries Removed: Endometriosis

[]Colectomy: Colon Cancer Resection
Colectomy: Diverticulitis
Colectomy: IBD
[]Gallbladder Removed
[] Coronary Artery Bypass
[]Mechanical Valve Replacement
[]Biological Valve Replacement
[]Heart Transplant
[]Joint Replacement, Knee (Right, Left,
[]Bilateral)
[]]oint Replacement, Hip (Right, Left, Bilateral)

Other

[]Ovaries Removed: Cyst

[[JOvaries Removed: Ovarian Cancer
[JProstate Removed: Prostate Cancer
[IProstate Biopsy

[CJTURP (Prostate Removal)

[JSpleen Removed

[JTesticles Removed (Right, Left, Bilateral)
[JHysterectomy: Fibroids
[JHysterectomy: Uterine Cancer

ALERTS: (please circle all that apply)

[JAllergy to Adhesive

[JAllergy to lidocaine

[] Allergy to topical antibiotics

[ Artificial heart valve

[] Artificial joint replacement in last 2 years
[JBlood thinners

[]Defibrillator

[IMRSA

[JPacemaker

[[JRequire antibiotics prior to a surgical or
dental procedure

[[JRapid heart beat with epinephrine

[]Pregnant or currently trying to get pregnant



COASTALDERMATOLOGY  Medical History

Skin Disease History: (please circle all that apply) NONE
[]Acne [ IDry Skin [JPoison Ivy
[JActinic Keratoses [ Eczema [JPrecancerous Moles
[JAsthma [IFlaking or Itchy Scalp [JPsoriasis
[[1Basal Cell Skin Cancer [|Hay Fever/Allergies []Squamous Cell Skin
[IBlistering Sunburns [IMelanoma [JCancer

Other

Do you have a family history of Melanoma? QYes O No

If yes, which relative(s)?

Do you wear Sunscreen?

If yes, what SPF?

OYes ®No

Do you tan in a tanning salon?QYes (®No

Medications: (Please enter all current medications)

Allergies: (Please enter all allergies)

Social History: (Please circle all that apply)

Cigarette Smoking:

O Currently Smokes

O Has smoked in the past
O Never smoked

O Former Smoker

Alcohol Use:

OEtOH- None

OEtOH- less than 1 drink per day
OEtOH -1-2 drinks per day
OEtOH -3 or more drinks per day

Preferred Language: Race: Ethnic Group:
O English O White O Non-Hispanic/Latino
O Spanish OBlack/African America QO Hispanic/Latino
O Other: OAsian
O American Indian or
O Native Alaskan
(@ Other:
Preferred Pharmacy: Phone #:

Address:

City, State & Zip:
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