
North Mountain Dermatology, LTD. 

 

 

Reason for today's visit: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

 

Past Medical History: 

 No significant past or present medical history 

 ADHD / Attention Deficit 

 AIDS / HIV 

 Alzheimer's / Dimentia 

 Arthritis 

 Bladder Problems 

 Blood disorders 

 Bowel Disease / Inflammatory Bowel / Irritable 
Bowel 

 Bronchitis / Chronic Cough 

 Cancer of the skin 

  -BCC 

  -SCC 

  -Melanoma 

 Depression 

 Emphysema / COPD 

 Fainting 

 Glaucoma 

 Hayfever / Allergies / Asthma 

 Headaches / Migraines 

 Heart Attack 

 Heart Disease / Angina / Chest Pain 

 Heart Murmur 

 Heart Pacemaker / Irregular Heartbeat 

 Hepatitis A, B, C 

 High Blood Pressure 

 Kidney Stones / Kidney Disease 

 Phlebitis / Vein Thrombosis / Ankle Edema 

 Pregnant 

 Prostate Disease 

 Seizures / Convulsions 

 Stomach Disease / Ulcers 

 Stroke / CVA 

 Sunburns 

 Thyroid Disease 

 Tuberculosis 
 

 
 
 
Notes: 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________ 
 



 
Past Surgeries/Hospitalizations/Joint 
Replacement/Transplant:     Surgery, etc 

1. _______________________________________ 
2. _______________________________________ 
3. _______________________________________ 
4. _______________________________________ 
5. _______________________________________ 
6. _______________________________________ 
7. _______________________________________ 
8. _______________________________________ 
9. _______________________________________ 
10. _______________________________________ 

 
Notes: 
 
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________
_____________________________________________

 
 
Skin-pertinent Family History: 
 

 No family history 

 Abnormal Bleeding 

 Abnormal 
Moles/Dysplastic Moles 

 Asthma/Hayfever/exzema 

 Skin Cancer 

  BCC 

  SCC 

  Melanoma 
 
 

 
 
 
Family Member: 
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 
 
 

 
 
 
Notes: 
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________
____________________________ 

 
Allergies to Medications (if none, please indicate none):
   Allergy 

1.  ______________________________________ 
2. ______________________________________ 
3. ______________________________________ 
4. ______________________________________ 
5. ______________________________________ 
6. ______________________________________ 
7. ______________________________________ 
8. ______________________________________ 
9. ______________________________________ 
10. ______________________________________ 

 
Current Medications (if none, please indicate none): 

Medications 
1. ______________________________________ 
2. ______________________________________ 
3. ______________________________________ 
4. ______________________________________ 
5. ______________________________________ 
6. ______________________________________ 
7. ______________________________________ 
8. ______________________________________ 
9. ______________________________________ 
10. ______________________________________ 

 
 
Notes: 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
 
 
Notes: 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 
______________________________________ 



How often do you consume alcohol? 

  never   once in awhile   daily 
 
Have you ever tested positive for any STD? 

  Yes    No 
 
Do you smoke cigarettes?  If so, how many packs per day? 

  No, I don't smoke.   <1 pack/day   1 pack/day   2 packs/day   3 packs/day   4 packs/day   4+ packs/day 
 
By signing below, I hereby acknowledge that all information provided above is accurate and complete to the best of my 
knowledge. 
 
Signature:___________________________________________         Date:______________________________ 
 
Full Name:__________________________________________ 
 


