
MEDICAL HISTORY QUESTIONNAIRE 
Name:    DOB:  

Reason for Today’s Visit:  

LIST OF CURRENT MEDICATIONS 
List all prescriptions including dermatological medications, over-the-counter medications, vitamins, herbals and creams.  

(Use the backside of this form if more space is needed to list all of your medications) 

Medication 
(Brand and Generic Name) Dose How Often Do You Take the Medication 

   

   

   

   

   

   

   

   

PERSONAL MEDICAL HISTORY 
(Please check off any of the medical conditions that you have been diagnosed with in the past or present) 

Dermatological Conditions: ¨ Melanoma     ¨ Basal Cell Carcinoma      ¨ Squamous Cell Carcinoma      ¨ Actinic Keratosis      ¨ Eczema     

Other Medical Conditions: ¨ HIV ¨ High Blood Pressure ¨ Blood Disorder, excessive bleeding or easy bruising  

¨ Hepatitis C/Liver Disease ¨ Artificial Heart Valve ¨ Problem with wound Healing 

¨Heart (or heart murmur) ¨ Pacemaker/Defibrillator ¨ MMR  

List any other medical problems that other doctors have diagnosed: 

 

Are you allergic to any medications? If yes, please list below: FEMALES ONLY: 
        Are you Pregnant? 

 
Are you Breastfeeding? 

¨ 
 
¨ 

Yes 
 
Yes 

¨ 
 
¨ 

No 
 
No 

Surgeries (include previous dermatological surgeries) Other hospitalizations 
Year Reason Year Reason 

    

    
 

FAMILY HISTORY 

Do you have a family history of Melanoma?   ¨Yes  ¨ No                           If yes, which family member: 

 

SOCIAL HISTORY 

Skin Type ¨ always burn, never tan Sun Exposure  

¨ sometimes burn, but always tan  ¨minimal sun-exposure throughout the year 

¨ never burn, always tan  ¨moderate sun-exposure throughout the year 

¨ moderately pigmented skin  ¨excessive sun-exposure throughout the year 

¨darkly pigmented skin   

Tobacco Are you a: 
¨ Current Smoker ¨ Former Smoker  ¨Never 
If 'current smoker’: How many cigarettes 
do you smoke per day? 

¨ 5 or less                   ¨ 6 – 10 cigarettes 
¨ 11- 20 cigarettes         ¨ 21 – 30 cigarettes 

¨ 31 or more cigarettes 

Sun Safety Have you ever had a blistering sunburn? 
¨Yes¨No  
If yes, how many?  
¨ one     ¨ two    ¨ three or more 
Sunscreen use:  
¨intermittent ¨occasional ¨regularly ¨none 
Do you use tanning beds?  
 ¨Yes ¨ No 



LIST OF CURRENT MEDICATIONS (CONTINUED) 

Medication 
(Brand and Generic Name) Dose How Often Do You Take the Medication 

   

   

   

   

   

   

   

   

   

   

 


