HEALTH HISTORY AND REVIEW OF SYSTEMS

Patient Name: Date:
Please check all conditions that apply to you:
Skin Problems: oSarcoidosis oHay fever/Allergies oCataracts
oPsoriasis oVitiligo oThyroid disease oGlaucoma
oEczema oOther skin problem(specify)  cHIV OAnemia
oKeloids oGonorrhea oOBruise/bleed easily
oWarts General Medical Health: oSyphilis oHigh blood pressure
oBlistering diseases o Ulcers oChlamydia OHeart disease
oHives oOGastritis/Heartburn oCold sores oCongestive Heart failure
oLupus oGall bladder disease oGenital Herpes oStroke
odiscoid oHepatitis/Cirrhosis oCancer oSeizures
osystemic DArthritis Type/Year oDiabetes
oSkin cancer DAnxiety disorder oKidney disorder
oBasal cell oDepression oOther
oSquamous cell oOther mental illness
oMelanoma OAsthma
oSunburn history oHigh Cholesterol

Dermatologic Family History—List skin problems of relatives - (reference list above, if necessary)

Are you pregnant?

Do you use birth control?
Type

Are your periods regular?
Are you in/past menopause?

oYes
oYes
oYes
oYes

oNo
oNo
oNo
oNo

Mother Father

Brother Sister
Grandmother Grandfather
Females Only Social History

Do you smoke?

Do you do drugs?

Do you ingest caffeine / coffee?

Do you exercise regularly?

oYes
oYes
oYes
oYes

oNo
oNo
oNo
oNo

oPenicillin
oAdhesive tape

Allergies (list all allergies to medicine)

gErythromycin
oSulfur

0 I have no known allergies to drugs

oCephalosporins
gOther

olodine

alV dye

Surgeries

List all minor surgeries in the last five years, and list all major surgeries.

(Oral and Topical)

Current/Recent Medications

Reason for Visit—please be specific

Reviewed by:

Dates




