History and Intake Form
Name:
__________________________________
DOB:
____________DATE:________________
Race:___________________

Ethnic group:_______________
Preferred Language:_____________
Past Medical History: (Please circle all that apply)                                                                                                                           
Anxiety




Depression

                 HIV/AIDS
Arthritis

Diabetes


     Leukemia  
Artificial joints



End stage Renal Disease
     Lung Cancer   

Asthma




Hepatitis (A,B,or C)

     Lymphoma        

                                   Atrial fibrillation                                           Hypertension  ( HBP)                  Prostate Cancer
BPH





Hyperthyroidism ( H.L)
     Radiation Treatment
                        

Bone Marrow Transplantation

Hypothyroidism ( L.L)
     Seizures

    

Breast Cancer




Hypercholesterolimia(HC)
     Stroke

    
Other: _____________________________________________________      None
Past Surgical History: (Please circle all that apply)

Appendix Removal                                       Kidney Biopsy                             Skin Biopsy   
Basal Cell Carcinoma                                   Kidney Removal/Transplant        Squamous Cell Carcinoma
Basal Cell Cancer Surgery                            TURP                                           C-Section
Breast Biopsy                                                Ovaries Removal                         Melanoma Surgery
Breast Reduction/Implant                             Prostate Biopsy/Removal            Hysterectomy, uterine cancer or fibroids
Other_____________________________________________________
     None
Skin Disease History:(Please circle all that apply)                           
Acne





Eczema

                 Precancerous Moles (atypical moles)


Actinic Keratoses



Flaking or Itchy Scalp
     Psoriasis
Basal Cell Skin Cancer


Hay Fever/ Allergies

     Rosacea
Blistering Sunburns



Melanoma


     Squamous Cell Skin Cancer
Dry Skin




Poison Ivy


     Rash
Other______________________________________________________      None
Do you wear Sunscreen? Yes, No. If yes,  SPF#_____.      Do you tan in a tanning salon? Yes, No
Do you have a family history of Melanoma?   Yes, No
If yes, Which relatives(s)?_______________________Any other family history:___________________
Medications:(Please list all current medications)
___________________________________________________________________________________
___________________________________________________________________________________
Pharmacy Information: (Please provide as much information as possible)
Pharmacy Name:_________________________Address:______________________________________
City____________________Zip Code:______________Phone Number:__________________________
Allergies: (Please enter all medications)
___________________________________________________________________________________
Social History:(Please circle all that apply)
Cigarette Smoking:
Yes,  No



Alcohol Use:  Yes,  No
If yes, How many packs a day? ______________

If yes, How many drinks a day?___________



