FIRST COAST DERMATOLOGY ASSOCIATES
NEW PATIENT MEDICAL HISTORY 

Name:
  _____________________________________   Date: _________________
Reason for Today’s Visit:  _____________________________________________

____________________________________________________________________
____________________________________________________________________
Are you allergic to any medications, or to contrast dye or latex?  ___Yes  ___No

If yes, please list:  _____________________________________________________
_____________________________________________________________________
What medications do you currently take (include prescription drugs, topical medications, over the counter drugs, vitamins, supplements, and alternative medications)?

_____________________________________________________________________
_____________________________________________________________________

_____________________________________________________________________
_____________________________________________________________________
Do you have any chronic medical illnesses?  ___
Yes  ___  No


If yes, please list:  _____________________________________________________
_____________________________________________________________________
Do you have any implanted devices (i.e. pacemaker, artificial joint, etc.)? 
 ___ Yes  ___ No     If yes, please list:  _____________________________________
_____________________________________________________________________
Have you ever been diagnosed with any of the following?




       Yes     No




    Yes     No

Glaucoma
           
        ___     ___
Asthma

     ___     ___



Heart disease

        ___     ___
COPD


     ___     ___

Irregular heartbeat
        ___     ___
Emphysema

     ___     ___

Heart murmur

        ___     ___
Diabetes

     ___     ___

Heart valve disease
        ___     ___
Thyroid disease
     ___     ___

Hypertension

        ___     ___
Kidney disease
     ___     ___


Vascular disease
        ___     ___
Gastrointestinal disease   ___     ___

Stroke or TIA

        ___     ___
Arthritis

     ___     ___

Seizures 

        ___     ___
Memory disorder
     ___     ___



Mental/Nervous disorder    ___     ___
HIV or AIDS

     ___     ___


Blood clots 

        ___     ___
Hepatitis

     ___     ___

Bleeding disorder
        ___     ___
Tuberculosis

     ___     ___

Cancer


        ___     ___



Please list any surgeries you have had:  ______________________________________
________________________________________________________________________
________________________________________________________________________
Have you ever had a bad reaction to anesthesia other than nausea and vomiting?


___ Yes   ___
No  

If yes, please describe:  _______________________________________  



Has anyone in your family?
___ Yes  ___
No  


If yes, please describe:  _______________________________________

Skin:

Do you develop skin rashes in reaction to?
___Medication ___ Food ___
Environment

Have you ever had skin cancer? ___
Yes ___ No
If yes, what type?  ______________
_______________________________________________________________________
Has anyone in your family had skin cancer?
___Yes ___No     If yes, who, and what type?  __________________________________________________________________
_______________________________________________________________________
Do you wear sunscreen? ___Yes ___No    If yes, what SPF number? _____

What outdoor activities do you do on a fairly regular basis? _______________________

_______________________________________________________________________
_______________________________________________________________________

Social History:

Do you live alone or with someone else?  ______________________________________
Do you have any pets?  ____________________________________________________
Are you currently employed?
___Yes ___ No


If so, what is your occupation? ________________________________________
Do you drink alcohol?  ___ Yes ___No

If so, about how many drinks per day?  

Do you use IV drugs, or have you in the past?  ___Yes ___No

Do you have any other risk factors for HIV infection that you know of? 

___Yes ___No

Family History:

Has anyone on either side of your family ever had any melanoma?
If yes, please list (who, age at diagnosis, and type of cancer, to the best of your knowledge):

Health Maintenance:

Women only:


Are you, or might you be, pregnant?  ___ Yes ___ No


Are you trying to conceive?
___ Yes ___ No


- 2 -

