MIAMI

DERMATOLOGY

& MOHS SURGERY

Last Name: First Name:
Date of Birth: Age:

HEALTH INTAKE

M.l.: Today’s Date:

Occupation:

PAST MEDICAL HISTORY
[ ]Alzheimers

|:|Anxiety

[ ]Arthritis

|:|Asthma

[_]Atrial Fibrillation

|:|Bone Marrow Transplant
|:|Benign Prostatic Hyperplasia
DCanoer/MaIignanoy:

Height:

Weight:

Employer:

DCOPD/Emphysema

[]coronary Artery Disease/Heart
[ |pisease COVID-19

[ JDementia

|:|Depression

[ IDiabetes

|:|End Stage Renal Disease/Dialysis
[ |GERD (Acid Reflux)

[ lother

[ JHearing Loss

[ ]JHeart Valve Replacement
|:|Hepatitis

[JHIv/AIDS

DHypertension/High Blood Pressure
[ JHypercholesterolemia

[ JHyperthyroidism
DHypothyroidism

[ JLeukemia

[ ]Liver Disease

[ JLymphoma

[ ]Radiation Therapy

[ Jseizures

[ |seasonal Allergies

[ Istroke
|:|Transplant:

PAST SURGICAL HISTORY
Date:
Date:
Date:

SKIN DISEASE HISTORY
[ JAcne

Date:

Date:

Date:

[ ]Hidradenitis Suppurativa

|:|Atopic Dermatitis |:|Keloid
|:|Blistering Sunburns: How Many? |:|Melasma
[ JEczema [ ]Psoriasis
[ IHerpes: [ Joral [ ]aenital [ vitiligo
[lother:

SKIN CANCER/PRECANCER HISTORY

[]Actinic Keratosis: Past Treatments [_|Chemo Cream/Fluorouracil [_|Blue light (PDT) |:|Liquid nitrogen
[ ]Atypical/Dysplastic/Precancerous Moles [JTreated [ Juntreated
DTreated |:| Untreated
DTreated |:| Untreated

[ ]Basal Cell:
[ISquamous Cell:

When:

When:

When:

Please fill out this form and bring it to your appointment, or email it to info@miamiderms.com
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MIAMI

HEALTH INTAKE

DERMATOLOGY

& MOHS SURGERY

|:|Melanoma: |:|Treated |:| Untreated When:
[ ]other: [ Jtreated [ ]untreated When:

Do you have a family
history of melanoma?
Do you wear suncreen?

Do/did you tan outdoors?

MEDICATIONS [ JNone
Including Over The Counter and Herbal Supplements

[y [ IN 1f so, who?

[ Iy [IN If so, how often?
Do/did you tan in a tanning salon? [ ]y [N If so, how often?
|:|Y |:|N If so, how often?

Number of years?
What age did you start/end?
What age did you start/end?

ALLERGIES [_]None

SOCIAL HISTORY

Cigarette Smoker: [_|Never [_]JFormer [_]Every day [ _]Some days

Alcohol:

REVIEW OF SYSTEMS
Do you currently have problems with the following?

[IBleeding [Fatigue
|:|Blurry Vision DFevers/ChiIIs
|:|Chest Pain |:|Headaches
ALERTS

Do you have any of the following?

[JPregnancy [_]Trying To Conceive [_|Breastfeeding
[(JPacemaker

[ Ipefibrillator

[luoint Replacement within the Past Two Years
[JArtificial Heart Valve

[[JPremedication Prior to Procedures

[IBlood Thinners

[IBleeding Disorder
[[JEndocarditis History
|:|History of Organ Transplant:

REASON FOR YOUR VISIT

[CINone [JActive Drinker (>1 drink/day) [C] social Drinker (<4 drinks/week)

[l immunosuppresed [|Numbness/Tingling
|:| Joint Pain DShortness of Breath
|:| Night Sweats DUnintentionaI Weight Loss

[JAllergy to Adhesive

[JAllergy To Latex

[]Allergy to Topical Ointments
[JAllergy to Lidocaine/Anesthesia
[JRapid Heart Beat with Epinephrine
[JProne to Keloids/Scarring
[CIMRSA History
[CJimmunocompromised

[JFainting Before Procedures
[IBorn with a Heart Condition:

Please fill out this form and bring it to your appointment, or email it to info@miamiderms.com 2/2
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