DAVID B. MINOR, M.D.

——————
Name: DOB: Date:
Preferred Pharmacy
Name: Phone Number: City:

Past Medical History

Select any of the following medical conditions you currently have:

I—I Arthritis

LJ Asthma

— Cancer

L Coronary Artery Disease

—' Diabetes

L End Stage Renal Disease

L GERD

Surgical History (within the last year)

L Hearing Loss

—' Hepatitis — Seizures
L Hypertension L Stroke
ke HIV / AIDS ke NONE
L Hypercholesterolemia L Other

L Hyperthyroidism

L Hypothyroidism

—' Radiation Treatment

Skin Disease History

Have you had any of the following?

el Acne
el Actinic Keratoses

L Asthma
|

= Basal Cell Skin Cancer
= Blistering Sunburns

I Dry Skin
|

el Eczema

= Flaking or Itchy Scalp

L Hay Fever / Allergies
I
|

2l Melanoma
= Poison Ivy

2 Precancerous Moles

®)

O

©
If ye

If yes, what SPF?

:I Psoriasis

= Squamous Cell Skin Cancer
_INonE

=) Other

Do you wear Sunscreen?

F

Yes ./ No

Do you tan in a tanning salon?

Yes '/ No

Do you have a family history of Melanoma?

Yes '/ No

s, which relative?




DAVID B. MINOR, M.D.

——
Medications
List all current medications:
Allergies
List all allergies and reactions if known:
Social History
Smoking Status (please choose one): How often do you exercise?
. bl .
— Unspecified
L Current every day smoker Ol pect
L Current someday smoker |:| Several times a day
o, —! Once ada
L Former smoker e y
(] L) A few times a week
—' Never smoker Ol
= Unknown if ever smoked - Afewtimes a month
= Never
Alcohol Intake (please choose one): ) Other
2 None What is your caffeine use?
- -
— lor less per day =) Unspecified
=) -
— 1-2 perday kel several times a day
= -
—' 3 or more per day L Once a day
L A few times a week
Driving Status: 7
- —' Afew times a month
L Drives in the Daytime L) Never
o) i : o
— Drives at Night L Other




