




K DERMATOLOGY 

MEDICAL HISTORY 

PAST f:-\EDICAL HISTORY (please check all thof apply) 

□Anxiety/Depression

□Arthritis

□ Hepatitis, Type: _ _ _ _ _ __

□ Diabetes
□ Radiation Treatment

□Seizures

□Asthma □ Hypertension (high blood pressure) □Stroke

□ Blood clot

□ Cancer(type): __ _

□Crohn's

□Ulcerative colitis

D Kidney Disease 

□ Lupus

□ Liver disease

D Migraines

□Thyroid Disease

□Organ Transplant __ __ _

□ OTHER ________ _

Current Weight: ___ Current Height: _____ Most Recent Blood Pressure: 

PAST SURGERIES: ____________________________ _ 

CAUTIONS 

□ On Blood Thinners / Bleeding D Artificial Joint in last 2 years D (Females) Pregnant 
□Antibiotic for Dental Procedures D Artificial Heart Valve D (Females) Trying to Get Pregnant 
□ Fainting with Procedures □ Rapid heartbeat with epinephrine D (Females) Breastfeeding/ Nursing
□Reaction to Lidocaine /Local □ Stomach Ulcer History D Keloid Scarring 

Anesthetic □ Pacemaker □ Cold Sores / Oral Herpes
D Blood Clots D Defibrillator □ MRSA

ALLERGIES: Medication Allergies (please list): 

Latex Allergy: □Yes □No Adhesive Allergy: DY es □No Topical Antibiotic Allergy: DY es □No 

MEDICATIONS: Prescription medications (please list):. ________________ 

Date: 

I certify I hove completed this form in its entirety, and the above is true and correct. 
t 972.469.3376 www.kdermatology.com f 972.469.3288 

(CLINIC USE: REVIEWED ______ _ 

 

PATIENTS 65 AND OVER:

       Do you have a healthcare proxy or surrogate decision maker? □Y es □No
       If yes, name: ______________________________ Phone number: ________________________________

      What is your advanced care plan (check one):
□ Full code: wishes to have full cardiopulmonary resuscitation efforts to be made
□ Do not intubate: does NOT wish to have a breathing tube even if required for life saving measures
□ Do not resuscitate: in the event the heart were to stop, does NOT wish to have chest compressions or automated        
external defibrillator to restart the heart, even if for lifesaving measures

      Do you have a living will? □Y es □No

Patient/Guardian Signature: _______________       

Patient/Guardian Name (Print): __________

Over the counter medications and supplements: ___________________________________________________

SMOKING STATUS            □ Never smoker           □Current Smoker           □Former Smoker   

________________________
_______________________________












