
 

MEDICAL HEALTH INFORMATION 

 

1. MEDICAL/SURGICAL HISTORY:    4. DERMATOLOGIC HISTORY: 
Do you have now or have you ever had? Yes No Do you have now or have you ever had? Yes No 
High Blood Pressure   □ □ Blistering sunburns    □ □  
Diabetes     □ □ Keloids/Abnormal Scarring   □ □  
Tuberculosis    □ □ Skin Pigmentation Problems   □ □ 
Thyroid Problems    □ □ Reaction to Local anesthetic   □ □  
Hay fever/Seasonal Allergies/Asthma  □ □ Cold sores/Herpes infection   □ □ 
Seizures     □ □ Eczema     □ □ 
Stroke or Mini-Stroke   □ □ Psoriasis     □ □ 
Heart Attack/Angina   □ □ Abnormal (‘Dysplastic”) Moles  □ □ 
Pacemaker    □ □ Precancerous Spots    □ □ 
Heart Murmur/palpitations   □ □ Skin Cancer-Melanoma   □ □ 
Kidney/Bladder Problems   □ □ Skin Cancer-Basal/Squamous Cell  □ □ 
Prostate Problems    □ □ Abnormal Cold Sensitivity   □ □ 
Glaucoma    □ □ Abnormal Sun Sensitivity   □ □ 
Hepatitis/Liver disease   □ □ If yes to any above, please explain 
Recurrent Yeast Infection   □ □ _________________________________________________ 
Bowel Disease/Colitis/Crohn’s  □ □ _________________________________________________ 
Frequent/Severe Headaches   □ □ _________________________________________________ 
Cancer on the skin    □ □  
Radiation     □ □ 5. ALLERGIES:    Yes No 
Artificial joint Heart Valves   □ □ Are you sensitive/allergic to any medication? □ □ 
Past Surgery    □ □ Do you have any other Allergies  □ □ 
Other     □ □ Please list_________________________________________ 
Bleeding tendencies   □ □ _________________________________________________  
       _________________________________________________ 
If yes to any of the above, please explain   _________________________________________________ 
_________________________________________________    
_________________________________________________ 6. FAMILY HISTORY:    
_________________________________________________ Do you have a family History of:  Yes No 
_________________________________________________ Allergies/Asthma     □ □ 
       Skin cancer-Melanoma   □ □ 
2. CURRENT HEALTH:   Yes No Abnormal (“Dysplastic”) moles  □ □ 
Do you smoke?    □ □ Skin Cancer-Basal/Squamous Cell  □ □ 
Do you drink alcohol   □ □ Other Skin Disorders   □ □ 
How much? ___________     Please Specify______________________________________ 
       __________________________________________________ 
3. MEDICATION: 
Please list all medications you are taking, including over the  7. FEMALES:    Yes No 
Counter herbals, vitamins, blood thinners: ______________ Number of pregnancies: ___________________ 
_________________________________________________ Number of live births:     ___________________ 
_________________________________________________ Are you pregnant or nursing current?  □ □ 
_________________________________________________ Are you on a contraceptive?   □ □ 
_________________________________________________ please specify: ______________________________________ 
_________________________________________________  
_________________________________________________ 

 
__________________________  __________________ 

 
Signature      Date 


