Tucson Dermatology Ltd.
History and Intake Form

LAST NAME:  ________________________   FIRST:  _________________   DATE:  ____________

DOB:  ____________________              Primary Care Physician:  _____________________________
Reason for visit:  ____________________________________________________________________
Past Medical History:  (please circle all that apply)

	None
	Coronary Artery Disease
	Hyperthyroidism

	Anxiety
	Depression
	Hypothyroidism

	Arthritis
	Diabetes
	Leukemia

	Asthma/Bronchitis
	End Stage Renal Disease
	Lung Cancer

	Bone Marrow Transplant
	GERD/GI Issues
	Lymphoma

	Atrial Fibrillation
	Hearing Loss
	Pacemaker

	BPH
	Hepatitis
	Prostate Cancer

	Breast Cancer
	Hypertension
	Radiation Treatment

	Colon Cancer
	HIV/AIDS
	Seizures

	COPD
	Hypercholesterolemia
	Stroke


Other:  ____________________________________________________________________________
Past Surgical History:  (please circle all that apply)

	Appendix Removed
	Liver: Transplant

	Bladder Removed
	Liver: Shunt

	Breast: Breast Biopsy (Both/Left/Right)
	Ovaries: (Oophorectomy): Endometriosis

	Breast: Lumpectomy (Both/Left/Right)
	Ovaries: (Oophorectomy): Ovarian Cancer

	Breast: Mastectomy (Both/Left/Right)
	Ovaries: (Oophorectomy): Ovarian Cyst

	Colon: (Colectomy) Colon Cancer Resection
	Ovaries: (Oophorectomy): Tubal Ligation

	Colon: (Colectomy) Diverticulitis
	Pancreas: Pancreatectomy

	Colon: (Colectomy) Inflammatory Bowel Disease
	Prostate (Prostatectomy): Prostate Biopsy

	Gallbladder Removed
	Prostate (Prostatectomy): Prostate Cancer 

	Heart: Biological Valve Replacement
	Prostate (Prostatectomy): TURP

	Heart: Coronary Artery Bypass
	Rectum: APR

	Heart: Heart Transplant
	Rectum: Low Anterior Resection

	Heart: Mechanical Valve Replacement
	Skin: Basal Cell Cancer Surgery

	Heart: PTCA
	Skin: Melanoma Surgery

	Joint Replacement:  Knee/Hip (Right/Left/Bilateral)
	Skin: Skin Biopsy

	Joint Replacement within Last 2 Years (Yes/No)
	Skin: Squamous Cell Carcinoma Surgery

	Kidney: Kidney Biopsy
	Spleen: Splenectomy

	Kidney: Kidney Stone Removal
	Testicles Removed:  (Right/Left)

	Kidney: Transplant
	Uterus (Hysterectomy): Fibroids

	Kidney: Nephrectomy
	Uterus (Hysterectomy):  Uterine Cancer

	Kidney Removal (Right/Left)
	Uterus (Hysterectomy): Cervical Cancer

	Liver: Hepatectomy
	None

	
	

	
	


Other:  ____________________________________________________________________________
History and Intake Form (continued)

Skin Disease History:  (please circle all that apply)

	Acne
	Flaking or Itchy Scalp

	Actinic Keratosis (AK)
	Hay Fever

	Asthma
	Melanoma

	Basal Cell Skin Cancer
	Poison Ivy

	Blistering Sunburns
	Precancerous Moles

	Dry Skin
	Psoriasis

	Eczema
	Squamous Cell Skin Cancer


Other:  ____________________________________________________________________________

Do you wear Sunscreen?      Yes      No

If yes, what SPF?  ________

Do you tan in a tanning salon or bed?      Yes     No

Do you have a family history of Melanoma?     Yes     No

If yes, which relative(s)?  ______________________________________________________________

Allergies:  

Social History:  
Currently smoke – Daily

Currently smoke – not Daily

Have smoked in the Past 

Have never smoked
Do you drink alcohol?     Yes     No     

How many drinks per day? __________  Per week?  __________
For Female Patients:
Are you pregnant?     Yes      No                                       Breastfeeding?    Yes     No
History and Intake Form (continued)

History and Intake Form (continued)
Medications List
Patient Name:  __________________________________     Date of Birth:  ____________________
	Name
	Route
	Dose
	Form
	Strength and Unit
	Frequency

	Example: 
       Lipitor                                                         
	by mouth                                                         
	1
	tablet
	20 mg
	 1 time per day                                                         

	Example: 

    betamethasone                                                       
	              topical                                                         
	                                   ---
	ointment/ cream
	1%
	As needed

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Please add another page if additional space is needed.


History and Intake Form (continued)

REVIEW OF SYSTEMS

(Please check Yes or No for each condition)
	Name 
	Yes
	No
	Name 
	Yes
	No

	Problems with bleeding
	
	
	Fever or chills
	
	

	Problems with healing
	
	
	Headaches
	
	

	Problems with scarring (hypertrophic or keloid)
	
	
	Hay fever
	
	

	Immunosuppression
	
	
	Joint aches
	
	

	Changing mole
	
	
	Muscle weakness
	
	

	Rash
	
	
	Neck stiffness
	
	

	Abdominal pain
	
	
	Night sweats
	
	

	Anxiety
	
	
	Seizures
	
	

	Bloody stool
	
	
	Shortness of breath
	
	

	Bloody urine
	
	
	Sore throat
	
	

	Blurry vision
	
	
	Thyroid problems
	
	

	Chest pain
	
	
	Unintentional weight loss
	
	

	Cough
	
	
	Wheezing
	
	

	Depression
	
	
	
	
	


ALERTS

(Please check Yes or No for each Alert)
	Name 
	Yes
	No
	Name
	Yes
	No

	Pacemaker
	
	
	Pregnancy or planning a pregnancy
	
	

	Defibrillator
	
	
	Breast Feeding
	
	

	Artificial joints within past two years
	
	
	Allergy to lidocaine
	
	

	Artificial heart valve
	
	
	Rapid heart beat with epinephrine
	
	

	Premedication prior to procedures
	
	
	Yeast infections with antibiotics
	
	

	Allergy to adhesive
	
	
	GI upset with antibiotics
	
	

	Allergy to topical antibiotic ointments
	
	
	Hepatitis B or C
	
	

	Blood thinners
	
	
	HIV
	
	


PATIENT SIGNATURE:  _____________________________________  DATE:  _________________

PATIENT SIGNATURE:  _____________________________________  DATE:  _________________


