
Patient Questionnaire - Dermatology

Patient Name:______________________________________  Date___________

Thank you for completing this questionnaire so that we might provide you with as complete an
evaluation as possible.  Information contained here will not be released without your written
authorization to do so.

1. How did you hear about us?
a. referral (from whom?)_____________________________________
b. magazine_______________________________________________
c. newspaper______________________________________________
d. TV ad__________________________________________________
e. Other__________________________________________________

2. Who is your primary provider?____________________________________
Address______________________________________________________
Phone_________________________

3. What is the primary issue that brought you to our office
today?_______________________________________________________
____________________________________________________________

4.   Are you allergic to any medications?   No___   Yes___
If yes, indicate name, and the reaction that occurs.
1.___________________________________________________________
2.___________________________________________________________
3.___________________________________________________________

5.  Do you have a history of skin cancer?  No___  Yes___
If yes, what type?

a. Melanoma ___
b. Squamous cell ___
c. Basal cell ___
d. Actinic keratosis ___
e. Dysplastic nevus ___

6. Do you have any moles or spots that:
a. are changing ___
b. you are concerned about ___
c. will not heal ___



7. Have you had any recent cosmetic or elective treatments to your skin?
           No___   Yes___

If yes, please give specifics:
____________________________________________________________

8. Do you have a history of skin problems?  No___   Yes___
If yes, what type?______________________________________________

9. What prescription medications are you currently taking?  Include dose, frequency
     and how long you have been taking them.

1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________

10. What over the counter medications, including vitamins and supplements, are you
currently taking?  Indicate if you take them routinely, or as needed.
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________

11. Do you have a history of allergies?   No___   Yes___
If yes, what type?

a. eczema ___
b. hives ___
c. hay fever ___
d. seasonal ___
e. contact ___
f. itchy eyes ___
g. runny nose ___
h. asthma ___

12. Please list your known medical conditions: (eg. high blood pressure, diabetes, etc.)
1.__________________________________________________________
2.__________________________________________________________
3.__________________________________________________________
4.__________________________________________________________
5.__________________________________________________________



13. Has anyone in your family had:
a. eczema ___
b. hives ___
c. hay fever ___
d. seasonal ___
e. contact ___
f. itchy eyes ___
g. runny nose ___
h. asthma ___
i. skin cancer___

 i. melanoma ___
 ii. squamous cell ___
 iii. basil cell ___
 iv. actinic keratosis ___
 v. dysplastic nevus ___

14. SOCIAL HISTORY:
a. Where were you born?_____________________________________
b. What is your occupation? ___________________________________
c. Are you Single?___ Married?___ Divorced?___ Widowed?___
d. Do you have children?______________________________________
e. What pets do you have at home?______________________________
f. Recent travel?____________________________________________
g. In what other parts of the country or the world have you lived for an
     extended period of time?_____________________________________
     ______ __________________________________________________

15. Do you have a provider to whom you would like a copy of todayÕs evaluation sent?
No___  Yes___
If yes, indicate name and address:
______________________________________________________________
______________________________________________________________

16. What pharmacy do you prefer to utilize?
__________________________________________________

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE.  WE
HOPE YOU WILL FIND OUR SERVICES USEFUL.


