MEDICAL QUESTIONAIRE
Name

Date of Birth Age
Referred by: Dr. (name) Family member (name)

Friend (name) Yellow pages

Newspaper Other
Medical History:

Reason for visit:

How long have you had this problem:

Symptoms (how does it bother you?):

Treatments you have tried:

Please list all medications your are currently taking (include over-the-counter):

Please list any drugs you are allergic to:

Medical problems (mark if yes) 0 Diabetes OHigh blood pressure  [CHeart disease OPacemeker
OArtificial joint/valve =~ CAsthma Oother Lung disease OThyroid disease OAnemia
OHepatitis, type OHIV Oother Liver disease OLupus OKidney disease
OCancer, type ODepression  OHistory of long-term steroid use OX-Ray therapy
OOther (comments)

Past Surgeries/Medical problems

Pregnant? Oyes [Ono ( weeks, # previous pregnancies

)

History of Skin Cancer? Yes or No:
Area of body

OMelanoma [OBasal cell carcinoma
How treated?

OSquamous cell carcinoma

History of Skin Disease, past or current

When you are exposed to sunlight, do you (Check most applicable one):
. __ always bum 3. ___ often bum, tan slowly
2. usually burn, rarely tan 4, sometimes burn, tan well

Review of Systems (please mark which of the following symptoms you are currently having)

OProne to infection OVision OHearing
OWeight change OEyelid scale ODizziness
OFever/sweats DOFaint
OChest pain OShortness of breath ONausea/vomiting
OPalpitations OCough/wheezing OAbdomen pain
OBowel change
OLymph node swelling OWeakness of body part [lJoint/muscle pain
OEasy bleeding ONumbness of body OBack pain
OBlood clots OSeizures OHeadaches
CRash Oitchy skin OSkin growths
ODry skin Oskin sores CIHair/nail problems

Past Family and Social History:

Is there a family history of (please circle): melanoma, skin cancer, asthma, eczema, hay fever, psoriasis, hair loss, diabetes, adult

acne, genetic diseases? Other

5. ___ rarely bumn, always tan
6. never burn, deeply tan

OStuffy Nose
OSinus pain
OMouth sore/throat pain

OPenile/vaginal pain
OPenile/vaginal discharge
OMenstrual irregularity

OPainful urination
DOChange in urination freq.
OOther

[CIBad scars (keloids)
OSkin color changes

Patient occupation Hobbies

Animals in the home?

If smoker, how many packs/day for ? years

Number of alcoholic drinks per week
History of past [V drug abuse, blood transfusions, or unprotected intercourse: Yes or No

Reviewed by M.D.,




