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History and Intake Form  

Name (Last, First) _____________________________________ DOB: ___ / ___ / ______ 

Past Medical History: (please check all that apply) 
 

•  Anxiety 

•  Arthritis 
•  Asthma 

•  Atrial fibrillation 

•  Bone Marrow Transplant 

•  Breast Cancer 

•  Colon Cancer 

•  COPD 
•  Coronary artery disease 

•  Depression 

•  Diabetes 

•  Disease due to COVID 19 
•  End Stage Renal Disease 

•  Epilepsy / Seizer disorder 

•  GERD 

•  Hearing loss 

•  Hepatitis 

•  High Blood Pressure 
•  HIV/AIDS 

•  High Cholesterol 

•  Thyroid Problems 

•  Leukemia 
•  Lung Cancer 

•  Lymphoma 

•  Prostate Cancer 

•  Radiation Treatment 

•  Stroke 

•  Thyroid disease 
 

•  NONE 
 

Other: ______________________________________________________________________________ 

Past Surgical History:    •  NONE 
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 

Skin Disease History: (please check all that apply)   
 

•  Acne 

•  Actinic Keratoses 

•  Basal Cell Skin Cancer 

•  Blistering Sunburn 

•  Dry Skin  

•  Flaking or Itchy Scalp 

•  Hay Fever, Allergies 

•  Melanoma 

•  Atypical Moles 

•  Eczema 
 

•  Psoriasis 

•  Squamous Cell Skin Cancer 
 

•  NONE 

Other:  ______________________________________________________________________________ 
 
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 relatives?  _________________________________________________________________ 

Medications: (Please enter all current medications)  

____________________________________________________________________________________
____________________________________________________________________________________ 

____________________________________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
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Allergies: (Please enter all allergies) ______________________________________________________ 
 
Cigarette Smoking: 

 
   •  Currently Smokes 

   •  Has smoked in the past 

   •  Never Smoked 
   •  Former Smoker 

 
Healthcare Proxy 
Do you have a Healthcare Proxy (someone designated to make medical decisions on your behalf if you 
are unable)?    Yes     No 
If yes, who is your healthcare proxy?  ____________________________________________________ 

 

ROS/ALERTS: Are you currently experiencing any of the following?  (please check all that apply)   

 

•  Problems with bleeding 
•  Problems with healing 

•  Problems with scarring 

•  Allergy to adhesive 

•  Allergy to lidocaine 

•  Allergy to topical antibiotic 

•  Artificial heart valve 
•  Artificial joint replacement 
in last 2 years 

•  Blood thinners 

•  Defibrillator 

•  MRSA 
 

•  Pacemaker 
•  Require antibiotics prior to 
surgical procedures 

•  Rapid heartbeat with 
epinephrine 
 

•  NONE 

 

Other: _____________________________________ 
 

Are you pregnant or currently trying to get pregnant?     Yes    No    N/A 

Are you breast feeding?     Yes    No     N/A  

 

  


