
 

NAME: _________________________________________  DATE OF BIRTH: ___________________________ 

 
History and Intake Form 

 

Past Medical History: (please circle all that apply, if none circle NONE) -  
 
Anxiety Disorder    Arthritis     Asthma 
Atrial Fibrillation     Autoimmune Disease   Benign Prostatic Hyperplasia (BPH) 
Cardiac Pacemaker    Cerebrovascular Accident (Stroke) Chemotherapy/Year 
Chronic Obstructive Lung Disease (COPD) Coronary Arteriosclerosis   Depressive Disorder 
Diabetes Mellitus    Dialysis Care    End-Stage Renal Disease 
Hypertension     Hearing Loss    History of Breast Implants 
Human Immunodeficiency Virus Infection (HIV) Hypercholesterolemia   Hyperthyroidism 
Hypothyroidism     Inflam. Disease of Liver (Hepatitis)  Leukemia/Year 
Lupus Erythematosus     Malignant Lymphoma/Year  Malignant Tumor of Lung/Year 
Malignant Tumor of Ovary/Year   Malignant Tumor of Colon/Year  Malignant Tumor of Prostate 
Multiple Sclerosis    Radiation Therapy Treatment/Year Seizure 
Transplantation of Bone Marrow  NONE     Other: ____________________________
          

Past Surgical History: (please circle all that apply & write the YEAR, if none circle NONE) -  
 
Appendectomy     Replacement of Knee Joints (R/L/B) Biopsy of Breast 
Biopsy of Prostate    Colostomy     Complete Cystectomy 
Coronary Artery Bypass    Entire Transplanted Kidney  Heart Valve Replacement/Specify 
History of Colectomy (IBD)   History of Mastectomy (R/L/B)  Hysterectomy 
Kidney Excision (Left/Right)   Lumpectomy of Breast  (R/L/B)  Malignant Tumor of Breast/Year 
PTCA      Prostatectomy (Prostate Cancer) Nephrolithotomy (Kidney Stone Removal) 
Splenectomy      Surgical Biopsy of Skin   Total Replacement of Hip (R/L/B) 
Transplantation of Heart   NONE     Other: ____________________________  
 

Skin Disease History: (please circle all that apply, if cancer write the YEAR, if none circle NONE) -  
 
Acne      Actinic Keratosis   Dry Skin 
Dysplastic Nevus    Eczema     Hay Fever 
Malignant Basal Cell     Malignant Melanoma   Psoriasis 
Itchy Scalp     Squamous Cell Carcinoma  Sunburn (Blistering Sunburn) 
NONE      Other: _______________________ 
 
 
 
Do you wear Sunscreen?   Yes No If yes, what SPF? ______ 
 
Do you tan in a tanning salon?   Yes No If yes, how many years? _____ 
 
Do you have a family history of Melanoma? Yes No If yes, which relative(s)? _________________________________                     
 




