The Dermatology Clinic of South Florida, PA
Health History
Patient Name______________________________ Date of Birth__________________

To help us meet all your healthcare needs, please fill out this form completely in ink.  This is a confidential record of your medical history and will be kept in this office.  Please print.
Are you allergic to any medications?  □No □Yes
______________________________________







______________________________________

Do you have any other allergies including tape or adhesives?
   □No □Yes ______________________
Do you take antibiotics prior to surgery or dental work?  □No □Yes
_________________________
List all medications you are currently taking including prescriptions, over the counter medications, vitamins, herbals, and topical products applied to the skin.
________________________________________________________________________________________________________________________________________________________

Please check all that apply:


General Health
□Poor
 □Fair 
□Good 
□Excellent

Skin




Cardiovascular


Other
□abnormal pigmentation


□artificial valve


□arthritis
□abnormal scarring


□bleeding disorder

□artificial joints
□allergic skin reaction


□blood clots


□blood transfusion
□atypical moles



□congestive heart disease
□cancer_____________
□bruising



□defibrillator


___________________
□cold sores



□heart murmur


□diabetes
□eczema



□high cholesterol

□hepatitis
□psoriasis



□high blood pressure

□kidney disease
□sexually transmitted disease

□leg swelling


□liver disease
□skin cancer___________________
□pacemaker


□radiation therapy
□skin infections



□stent/bypass


□sinus problems
□skin pre-cancers


□varicose veins


□thyroid disease
Lungs




Eye



Other
□asthma



□cataracts


___________________
□bronchitis



□glaucoma


___________________
□chronic cough



□rosacea


___________________
□emphysema



Infectious disease

Females
□tuberculosis



□AIDS/HIV


Pregnant?  □No □Yes
Past Surgical History


Social History


Nursing?    □No □Yes
_____________________________
Smoke?  □No □Yes

Family History
_____________________________
How much?  _____________
□skin cancer
_____________________________
Drink Alcohol?  □No □Yes
□atypical moles
_____________________________
How much?  _____________
□dermatitis
I hereby declare that I have honestly and completely answered the above questions to the best of my knowledge.  I understand that it is my obligation and responsibility to notify the physician of any changes in my medical condition or medications during the course of my medical treatment and follow-up visits.
_______________________________________________
_________________________
Patient/Guardian Signature





Date
