
ADA DERMATOLOGY HISTORY AND INTAKE FORM

Patient Name DOB Can Leave Voicemail? 🔲Yes🔲No Phone

Primary Care Physician Referring Physician Preferred Pharmacy

Reason for visit today:

Past Medical History (please check all that apply):

🔲 None 🔲 Chemotherapy care 🔲 Hearing Loss 🔲 Immunosuppressive therapy

🔲 Anxiety disorder 🔲 COPD 🔲 Heart Disease 🔲 Leukemia

🔲 Arthritis 🔲 Depressive Disorder 🔲 Hepatitis 🔲 Malignant Lymphoma

🔲 Asthma 🔲 Diabetes mellitus 🔲 High cholesterol 🔲 Malignant tumor of colon

🔲 Atrial fibrillation 🔲 End Stage Renal Disease 🔲 HIV/ AIDS 🔲 Myocardial infarction (heart attack)

🔲 Autoimmune Disease 🔲 Reflux 🔲 Hyperthyroidism 🔲 Radiation therapy care

🔲Stroke 🔲 Hay Fever 🔲 Hypothyroidism 🔲 Seizure

Past Surgical History (please check all that apply):

🔲 None 🔲 Heart valve replacement 🔲 Transplant of kidney

🔲 Cardiac Pacemaker/ Defibrillator 🔲 History of colectomy 🔲 Transplant of heart

🔲 Artificial joint: _______________________year:__________ 🔲Hysterectomy 🔲 Transplant of liver

🔲 Lung recipient 🔲 Oophorectomy 🔲Other:

Skin Disease History (please check all that apply):

🔲 None 🔲Dysplastic/ Atypical Moles 🔲Blistering sunburn

🔲 Acne 🔲 Eczema 🔲

🔲 Actinic keratosis 🔲 Melanoma 🔲

🔲 Basal cell carcinoma 🔲 Rosacea 🔲

🔲 Dry Skin 🔲 Squamous cell carcinoma 🔲

Do you wear sunscreen?🔲Yes🔲No If yes, what SPF? ________________

Do you tan in a tanning salon?🔲Yes🔲No

Do you have a family history of melanoma🔲Yes🔲No If yes, which relative? _________________________

Health Alerts

🔲 Artificial joint in the last two years 🔲 Allergy to adhesive 🔲 Pacemaker 🔲 Pregnancy

🔲 Defibrillator 🔲 Allergy to topical antibiotics 🔲 Heightened response to epinephrine 🔲 Other:

🔲 Allergy to latex 🔲 Blood thinners 🔲 Immunosuppression 🔲 Other:

🔲 Allergy to lidocaine 🔲 MRSA 🔲 HIV/ AIDS 🔲 Other:
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Current Medication (may attach list of medications if preferred):

List any medications that you are currently taking. Include aspirin, vitamins, laxatives, supplements, etc.

Name of medication Dose (strength and # per day) Name of medication Dose (strength and # per day)

1. 5.

2. 6.

3. 7.

4. 8.

Do you give us permission to request prescription history information electronically from your pharmacy?🔲Yes🔲No

Allergies/ Sensitivities:

Name of medication Reaction Name of medication Reaction

1. 4.

2. 5.

3. 6.

Social History:

Smoking status:🔲 Current everyday smoker🔲 Current some days smoker 🔲 Former smoker🔲 Never smoker

Weekly alcohol intake:🔲 Casual drinker or less than 1 drink per day🔲 1-2 drinks per day🔲 3 or more drinks per day

Do you have a living will?🔲Yes🔲No

Review of systems
Are you CURRENTLY experiencing any of the following?

🔲 Enlarged nodes, glands 🔲 Abdominal pain 🔲 Anxiety/ depression

🔲 Night sweats 🔲 Headache 🔲 Suicidal ideation

🔲 Unintentional weight loss 🔲 Numbness and tingling 🔲 Fever/ chills

🔲 Problems with bleeding 🔲 Dizziness 🔲 Gait changes

🔲 Problems with healing 🔲 Seizures 🔲 Lower extremity swelling

🔲 Problems with scarring 🔲 Blood in stool 🔲Weakness

🔲 Joint aches 🔲 Dry Eye 🔲 Itching

🔲 Rash 🔲 Dry skin/ lips 🔲 Shortness of breath

🔲 Visual Changes 🔲 Bloody noses 🔲 Cough

🔲 Chest pain 🔲 Muscle aches 🔲 Other:

🔲 Muscle weakness 🔲 Back pain 🔲 Other:

I verify that the above information is true and accurate to the best of my knowledge.

Patient signature: ____________________________________Date: ___________
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