
Preferred Pharmacy City: Street:

Cell #:                                        Home #:                                        Work #:

In case of emergency who should we contact?

Name:                                                                          Relationship:

Work #:                                              Home #:                                            Cell #:

Address: 

City: State: Zip:

Which is the best number to reach you ?          q  Cell        q   Home          q   Work

Patient Personal Information

Marital Status:   q Minor   q Single   q Married    q Divorced   q Widowed  q Other

Home Address:

Patient Full Name:

Date of Birth:                                                                                      q Male          q  Female

Social Security Number (optional): 

City:                                                                                         State:                      Zip:                      

Mailing address: 

City:                                                                                         State:                      Zip:                      

Employer:

Address:

ID/Driver's License #:                                              E-Mail:

Ethnicity: Are you Hispanic/Latino?                      q  Yes     q  No    |   q Decline to State                                                             

qAmerican Indian or Alaskan Native      qDecline to State

Preferred Language:

Preferred Pharmacy Name:

Race:     qCaucasian (White)     qAsian     qNative Hawaiian     qAfrican American 

Patient Contact Information

Preferred Appt Reminder Method?   q Text   q Email   Phone Call:    q Cell     q Home 

In order to establish a complete understanding of the financial responsibilities associated with the 



In order to establish a complete understanding of the financial responsibilities associated with the 

Subscriber ID#:

Subscriber SSN:

Referred By:

Primary Care Physician:

Also under the care of MD(s):

Print Name:

Patient   /   Parent   /   Legal Guardian   (please circle relationship)

Signature: Date:

Physician Referral Information

Primary Insurance Information 

 Secondary Insurance Information 

Subscriber Name:                                                                           Date of Birth:

Insurance Co:

Subscriber ID#:

Subscriber SSN:

Signature

Insurance Co:

Subscriber Name:                                                                           Date of Birth:

Insurance Co:

Subscriber Name:                                                                           Date of Birth:

Subscriber ID#:

Subscriber SSN:

Tertiary Insurance Information 



 

NEW PATIENT HISTORY 

 
In an effort to serve you better, we request that you provide us with the following information.  We need this information to give you 

the best care and treatment possible.  All information is held strictly confidential and is released only with your written consent. 

 

Last Name: __________________________________ First Name: ______________________________ Age: _________ 

 

Reason for visit today: _______________________________________________________________________________ 

 

Please indicate by checking the box if YOU have ever been diagnosed with any of the following: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Have YOU ever had any of the following skin cancers? (See below) If yes, please circle all that apply and provide details below: 

Basal Cell Carcinoma                    Squamous Cell Carcinoma                   Melanoma                    Other: _______________ 

If any circled above, please provide when it was treated and location on your body: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Please list any operations you have had within the past 5 years:                                    

Year  Operation 

  

  

  

  

Please indicate any hospital admissions or medical conditions not listed above: __________________________________ 

__________________________________________________________________________________________________ 

Please list all medications and supplements that you are currently taking 

Medication/Supplement  Dosage and directions 

  

  

  

  

  

  

  

Have you ever had any problems with local Anesthesia?    YES   OR   NO   (Circle one) 

If yes, please give a brief explanation of what happened: 
______________________________________________________________________________________________________ 
 

 

 Chest pain/tightness or heart disease 

 Keloids 

 Artificial joints 

 Artificial heart valve(s) 

 Thyroid problem 

           Hyper(high) / Hypo(low)      (circle one) 

 Lung problems/asthma 

 Shortness of breath 

 Hay fever or seasonal allergies 

 Blood/circulation problem 

          List specific problem:_______________ 

 Epilepsy or seizures 

 Mental/nervous disorder 

 Blood Transfusion 

 Sexually transmitted disease 

           List types(s)______________________ 

 

 Cold Sores 

 Pacemaker  

 Defibrillator 

 Kidney disease 

 Psoriasis 

 Eczema/atopic dermatitis 

 HIV 

 High blood pressure 

 Diabetes 

 Heart disease 

 Internal Cancer 

          Type:_______________ 

 

 Hepatitis  

          if yes, circle all that apply 

          B        or        C 

 
    Other, if not listed______________________________________________________ 

__________________ 



 

MEDICATION ALLERGIES  

Please List Below or check   NONE      

Name of Medication Type of Allergic Reaction 

  

  

  

 

Is there a FAMILY HISTORY for any of the following skin cancers? (See below) If yes, please circle all that apply and 

provide details below: 

Basal Cell Carcinoma               Squamous Cell Carcinoma              Melanoma                 Other: ____________________ 

If known, please indicate which family member: _________________________________________________________ 

 

Please indicate by the checking the box if there is a FAMILY HISTORY for any of the following: 

 

 Internal Cancer 

          Type:_______________ 

 Hepatitis if yes, circle all 

that apply 

          B        or        C 

 Cold Sores 

 Kidney disease 

 Psoriasis 

 Eczema/atopic dermatitis 

 HIV 

 Heart disease 

 

 

 

Do you drink alcohol?      Yes       No 

If yes, please describe how often (circle one):  Everyday          Some days        Not often        Social use only 

Have you ever used any tobacco products?   Yes     Never 

If yes, please describe how often (circle one):  Everyday          Some days           Former smoker/tobacco user          Social use only 

Do you use any illegal drugs?    Yes         No 

If yes, please describe type: ________________________________________________ 

 

Females Only:  Are you pregnant?    Yes         No 

If yes, when is your due date? _____/_____/_____ 

 

Occupation: _______________________________________________________________________________ 

 

I certify the above information is true and accurate 

 

Patient Signature (parent if patient is a minor): __________________________________________________________ 

 

    

 Keloids 

 Thyroid problem 

 Lung problems/asthma 

 Hay fever or seasonal allergies 

 Blood/circulation problem 

 Epilepsy or seizures 

 High blood pressure 

 Diabetes 

    Other, if not listed: _________________________________________ 
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