History and Intake Form

Patient Name:

DOB:

Primary Physician:

Pharmacy Name:

Phone Number:

Phone Number:

Past Medical History: (please check all that apply)

OAnxiety ODepression OLung Cancer

O Arthritis ODiabetes OLupus

OAsthma ORenal Disease OLymphoma

OAtrial fibrillation OGERD OMS

OBone Marrow Transplant OHay Fever OProstate Cancer

OBPH OHearing Loss ORadiation Treatment

OBreast Cancer: OHepeatitis OSeizures

(BRCA2 +) OHigh Blood pressure OStroke

OColon Cancer OHIV/AIDS OPacemaker

OCancer: Other OHigh Cholesterol OHistory of Tuberculosis
OThyroid Problems: ONONE

OCOPD OHyper/© Hypo

OCoronary Artery Disease OLeukemia

Other:

Height: Weight:

Past Surgical History: (please list most recent surgeries- less than 5 years)

Skin Disease History: (please check all that apply)

O Acne O Eczema

O Actinic Keratoses O Melanoma

O Alopecia O Poison Ivy

O Basal Cell Skin Cancer O Precancerous Moles
O Blistering Sunburns O Psoriasis

O Rosacea

O Squamous Cell Skin Cancer
O Vitiligo

O Warts (Verruca Vulgaris)
O OTHER:

Family history of Melanoma: O Mother OFather OSister OBrother ODaughter OSon

Family history of: ©Basal Cell Carcinoma/Squamous Cell Carcinoma:

(whom)

Do you tan in a tanning salon? © YES € NO  History of tanning bed use +10 times? OYES ONO

Do you get your Flu Vaccine? OYES ONO

If you are 65 and older did you get your pneumococcal vaccine? OYES ONO

Medications: (Please list all current medications)

Allergies: (Please list any allergies to Medications)
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Cigarette Smoking: ONever Smoked ~ ©Quit: Former Smoker ~ Daily Smoker

Do you drink Alcohol? OYES ONO



History and Intake Form



