
HEALTH HISTORY

Name: Date of Birth: Appointment Date:

Preferred Language: Occupation/Employer: 

PCP: 

GENERAL HEALTH HISTORY
*Artificial Heart Valve / Infection  Y  N  Y  N 
*Artificial Joint (Past 2 Years)  Y  N  Y  N 
*Hepatitis, Type: ______________________  Y  N  Y  N 

 Y  N  Y  N 
 Y  N  Y  N 
 Y  N  Y  N 
 Y  N  Y  N 
 Y  N  Y  N Type: _____________________________
 Y  N  Y  N Type: _____________________________
 Y  N 

*Accutane (Last 6 Months)
Canker Sores
Diabetes
Dementia
High Blood Pressure 
Hyperthyroid/Hypothyroid 
Autoimmune Condition
Cancer (Other Than Skin)
Family Hx of Other Cancer
Radiation Treatment  Y  N When & Why: ______________________

*HIV/AIDS
*HSV (Fever blister) Infection 
*Organ Transplant
*Pacemaker/Defibrillator
*Staph Bacterial Infection
*Vasovagal Reaction (Fainting)
*Premedication Prior to Procedures
Surgical Procedures (Within the Past 2 Years):
_______________________________________________________________________________________________________________________

Have you had M elanoma skin  cancer?  Yes No Location(s) & date(s):______________________________________

  Yes        No 
 Yes        No

 
Have you had Basal cell carcinoma (BCC) skin cancer? 
Have you had Squamous cell carcinoma (SCC) skin cancer?
Has any first degree relative in your family had Melanoma?         Yes  No

Location(s)&date(s):_______________________________________ 
Location(s)&date(s):_______________________________________ 
Who and where?    ________________________________________

Are you allergic to: Other Drug Allergies / Reaction: SOCIAL HISTORY 
Alcohol Use: Cigarette Smoking: *Adhesive  Y  N  ___________________________________________

*Epinephrine  Y  N  ___________________________________________
*Lidocaine  Y  N  ___________________________________________

 Never Smoked
 Former Smoker
 Currently Smoke*Antibiotic Ointment  Y  N  ___________________________________________

 None
 < 1 Drink a Day
 1-2 Drinks a Day
 3 or More Per Day*Latex  Y  N  ___________________________________________

CURRENT MEDICATIONS | List all current medications (including chemotherapy, over-the-counter, vitamins, supplements): 
________________________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________________________

 Y  N 
 Y  N 
 Y  N 
 Y  N 

Have you received the following vaccinations? 
Flu (Oct – Mar Only)
Pneumonia (65+ Years Only) 
Shingles (50+ Years Only)
Covid
Human Papilloma Virus (HPV) 

 Y  N 

*Pregnant or Planning
Currently Breastfeeding
Recent Biologic Med.
History of Chemo
Problems with Bleeding
Immunosuppression  Y  N 

Abnormal blood counts  Y  N
Abnormal scarring  Y  N
Liver Disease        Y  N
Kidney Insufficiency Y          N
Blood thinners Y          N
Other ____________________________

SKIN CANCER  HISTORY

Please list everything you are using on your skin currently if it relates to the reason for your visit today:

Phone: 

AM: PM:

Date of Last Skin Check: Performed by:

Sun Exposure History : Blistering Sunburns       Y        N                    Tanning Bed Use (in past)         Never         Occasionally          Frequently Currently

Reason for Today's Visit:
***Please note: If you are coming in for Acne, Eczema, Psoriasis, Hairloss, Rash or a Cosmetic consult, please see website for supplemental questionnaire to streamline your visit. 

None
Acne
Actinic Keratoses/Precancers
Atypical Moles
Contact Dermatitis to Poison Ivy
Discoloration

Asthma
Allergies
Dandruff
Dry Skin
Eczema
Psoriasis

SKIN HISTORY (please include if you have both past and/or presently)

Y             N
Y             N
Y             N
Y             N
Y             N

Y             N
Y             N
Y             N
Y             N
Y             N
Y             N

Enlighten Dermatology and Wellness 
Amanda (Amy) Wolthoff, MD, FAAD.
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