
PATIENT HEALTH EVALUATION

NAME:______________________________________________________ DATE:___________________

PHONE#:___________________________________________ DOB:_____________________________

HEIGHT:_________ WEIGHT:__________ OCCUPATION:_________________________________________

PHARMACY NAME:_________________________________________________________

PHARMACY ADDRESS:______________________________________________________

PHARMACY PHONE #:_______________________________________________________

PRIMARY CARE DR: __________________________,MD PHONE#:_____________________

ADDRESS:_____________________________________________________________

Have you had your flu shot this season? ▢ YES ▢ NO

PAST MEDICAL HISTORY: (please CHECK all that applies or NONE)
▢ NONE
□ Anxiety
□ Arthritis
□ Asthma
□ Atrial fibrillation
□ Bleeding Tendency
□ Breast Cancer
□ Colon Cancer
□ COPD
□ Coronary Artery Disease
□ Depression
□ Diabetes

□ End Stage Renal Disease
□ GERD
□ Hearing Loss
□ Hepatitis
□ High Blood Pressure
□ HIV/AIDS
□ High Cholesterol
□ Immunosuppressed
□ Thyroid Problems
□ Leukemia
□ Lung Cancer

□ Lupus
□ Lymphoma
□ Organ Transplant
□ Prostate Cancer
□ Radiation Treatment
□ Rheumatic Fever
□ Seizures
□ Stroke

□ Other_______________________________________________________________________________________

PAST SURGICAL HISTORY: (please CHECK all that applies or NONE)
▢ NONE
□ Mechanical Valve Replacement
□ Biological Valve Replacement
□ Heart Transplant
□ Kidney Transplant

□ Joint Replacement within 2 years
□ Joint Replacement, Knee (Right, Left, Bilateral)
□ Joint Replacement, Hip (Right, Left, Bilateral)

□ Other:_____________________________________________________________________________________

SKIN DISEASE HISTORY: (please CHECK all that applies or NONE)
▢ NONE
□ Acne
□ Actinic Keratoses
□ Asteatosis cutis
□ Basal Cell Skin Cancer
□ Blistering Sunburns
□ Cold Sores

□ Dry Skin
□ Eczema
□ Flaking or Itchy Scalp
□ H/O Asthma
□ Hay Fever/Allergies
□ Keloid scarring
□ Melanoma

□ Poison Ivy
□ Precancerous Moles
□ Psoriasis
□ Squamous Cell Skin Cancer

□ Other_______________________________________________________________________________________

Do you have a family history of Melanoma? ▢ Yes▢ No
If yes, which relative(s)___________________________________________________________________________



MEDICATION: (Please enter all current medications or check NONE)
▢ NONE
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

ALLERGIES: (Please enter all allergies or check NONE)
▢ NONE
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

SOCIAL HISTORY: (Please CHECK all that apply)

Cigarette Smoking:

□ Currently Smokes
□ Has smoked in the past
□ Never smoked
□ Former Smoker

Alcohol Use:

□ EtOH-None
□ EtOH- less than 1 drink a day
□ EtOH-1-2 drinks per day
□ EtOH-3 or more drinks per day

ALERTS: (please CHECK all that applies or check NONE)

▢ NONE
□ Allergy to Adhesive
□ Allergy to lidocaine
□ Allergy to topical antibiotics
□ Artificial heart valve
□ Artificial joint replacement

□ Blood thinners
□ Defibrillator
□ H/O MRSA
□ Pacemaker
□ Require antibiotics prior to
dental work

□ Rapid heart beat with
epinephrine
□ Pregnant or currently trying to
get pregnant

AESTHETIC/COSMETIC CONCERNS:

□ Fine lines and wrinkles
□ Uneven skin tone
□ Brown/Dark spots

□ Hollowing cheeks
□ Deep lines
□ Legs veins

□ Broken capillaries
□ Thinning lips

□Other:_______________________________________________________________________________________

AUTHORIZATION TO DISCUSS MEDICAL INFORMATION WITH DESIGNATED PARTIES:

PATIENT’S NAME:________________________________________________ DOB:_________________________

I voluntarily request and authorize Dr. Vine and the staff of Dermatology and Skin Surgery Center to discuss and
release healthcare information of the patient named above to the following:

DESIGNATED PARTY:_______________________________RELATIONSHIP TO PATIENT:____________________

DESIGNATED PARTY:_______________________________RELATIONSHIP TO PATIENT:____________________

PATIENT/PATIENT’S GUARDIAN:______________________________DATE:_________________


