
 
South Coast Dermatology Patient History 

 
Name:___________________________      DOB:_____________     Sex:______ 
Adress:__________________________________________________________ 
City:________________________     State:_____________     Zip:___________ 
 
Telephone: Home____________________          Cell____________________ 
  Work ____________________       Other___________________ 
 
Occupation:__________________________________ 
 
Can we release any test results to any family members? 
_____No    _____Yes (Name):____________________________________ 
 
Primary Physician:      Referring Physician: 
Name:__________________________   Did a physician refer you? __Yes__No 
Address:________________________    Name:__________________________ 
City:__________ State:___ Zip:______    Address:________________________ 
Telephone:______________________   City:__________ State:___ Zip:______ 
 

Present Problem:  What is the reason for your visit? ______________________ 
________________________________________________________________ 
 
Medications:  Prescriptions, vitamins, supplements, herbs you take regularly: 
___________________ ____________________  _____________________ 
___________________ ____________________  _____________________ 
___________________ ____________________  _____________________ 
 
Are you allergic to any medications? _____ Yes _____ No 
 (List):______________________________________________________ 
 
Do you take blood thinners?   _____ Yes _____ No 
 (List):______________________________________________________ 
 
Have you taken aspirin or Vitamin E in the past week?     _____ Yes   _____ No 
 
 

Medical History/Review of Systems: 
Do you have a pacemaker?             _____ Yes  _____ No   
Do you have any artificial joints?            _____ Yes  _____ No   
Do you have an artificial heart valve?           _____ Yes  _____ No   
Do you take any antibiotics before you go to the dentist?     _____ Yes  _____ No   
 

Please explain: ______________________________________________ 
 
 

(over) 



 
Medical History/Review of Systems: 

 
Do you have any current/past problems in the following:  (Circle) 
General Health                     Yes    No High blood pressure                  Yes    No 

Eyes                                     Yes    No Kidneys                                     Yes    No 

Ears/nose/throat                   Yes    No Headaches/seizures                 Yes    No 

Respiratory/breathing           Yes    No Psychological/depression         Yes    No 

Heart problems                     Yes    No Thyroid/Diabetes                       Yes    No 

Liver problems                      Yes    No Blood/bleeding                          Yes    No 

Stomach/bowel                     Yes    No Hay fever/seasonal allergies     Yes    No 

 
Please explain/describe any of the above:_______________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 
Females: Are you pregnant?         _____ Yes   _____ No 
  Are you planning to become pregnant?      _____ Yes   _____ No 
 

Social History: 
Do you smoke?           _____ Yes   _____ No 
Do you drink alcoholic beverages regularly?       _____ Yes   _____ No 
 

Family History: 
Do any disease run in you family?  
________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 
 

(Relationship) 
Do you or your blood relatives have melanoma?    ___No ___Yes ____________ 
Do you or your blood relatives have skin cancer?  ___No ___Yes ____________ 
Do you or your blood relatives have psoriasis?      ___No ___Yes ____________ 
Do you or your blood relatives have eczema?        ___No ___Yes ____________ 
 
 
 
Physician Reviewed: __________________________          Date: ____________ 
 


