Dermatologic Surgery of Central Virginia
Please complete this form and bring it in with you to your appointment.
Patient Information:

Last Name: First Name: MlI:
Address Line 1: Previous Name:
Address Line 2: Date / /
Completed/updated:
City: State: Zip:
Home ( ) ) Cell ( ) ) Work ( ) )
Number: Number: Number: ext.
Date of i Marital Status: Circle One )
Birth: / / Sex: oM o F M_S W D SSN: - -
Race: o Asian o White o African American o Other: Preferred Language:
Ethhnicity: o Hispanic o Non-Hispanic o English o Spanish o Other:
Employment Information:
Employment Status: o Employed ¢ FT 0 PT o Unemployed o Retired
Employer Name: Phone
Number: ( ) -
Address:
City: State: Zip:

Insurance Subscriber: Please present insurance card(s) for copying. If same as patient, skip this section.

Name (Last, First, Ml): D?te of /o SSN: ) )
Birth:
Street Address: Home
Phone: ( ) -
City: State: Zip: Cell
Phone: ( ) -
. . . ... 0 Spouse o Parent Work
Sex: oM oF Relationship to Patient: 5 Other(specify) Phone: ( ) )
Who is responsible for the bill if other than Patient?
Name (Last, First, Ml): Date of . ) )
Birth: /] SSN:
Street Address: Home
Phone: ( ) -
City: State: Zip: Cell
_ Phone: ( ) -
. . . .0 Spouse o Parent Work
Sex: oM oF Relationship to Patient: o Other(specify) Phone: ( ) )
Emergency Contact
Name: Relationship to Patient: o Spouse o Parent Home
o Other(specify) Phone: ( ) -
Street Address: Cell
Phone: ( ) -
City: State: Zip: Work
Phone: ( ) -
Physician & Pharmacy Information: May we have access to your prescription history? o Yes o No
Primary Care Physician: Address:
Referring Physician: Address:

Preferred Pharmacy
[Name and Address

902 East Jefferson Street. Ste 201. Charlottesville. VA 22902 (ph. 434-979-7700: fax: 434-979-7715) 2/2012




Patient Name: Dermatologic Surge[[yogf Central ,Virginja Date Corlnpleted;updated:
Im]] Lot Ll L PN N H HIN £ H> 3 £
Allergies o Latex o Adhesives o Seasonal/Environmental Allergies

AIIeraies to Medications:

Type of reaction:

Current Medications/Vitamins/Herbs/Supplements/Over the counter

medication

Name

Dose Frequency |[Name

Dose Frequency

8

9

10

11

12

13

Y [22] K4 Ex K Sl B

14

Personal Medical History (include

year if known)

Skin Cancer: ‘

Dermatological Disease:

Cardiovascular Disease:

o Melanoma: Date:

o Herpes/Cold Sores

o High Blood Pressure |

Location:

o Psoriasis

o Heart Attack; Date:

o Squamous Cell Carcinoma

o Eczema

o Pacemaker/AICD

o Squmaous Cell Carcinoma In-situ

o Acne/Rosacea

o Irregular Heartbeat

o Basal Cell Carcinoma

o Blistering Disorder:

o High Cholesterol

o Actinic keratosis

o Healing Problems; slow, scarring,bruising

o Heart Problems :

Hematology/Oncology

Liver Disease \

Endrocrine Disease

o Cancer: type

o Hepatits; type:

o Diabetes | |

o Bleeding Problems |

o Jaundice |

o Hyperthyroid/Hypothyroid

Immunological Disease

Rheumatological Disease

Lung Disease

o Immune Dieficiency o HIV/AIDS

o Osteoarthritis

o Gout

o Asthma | o COPD

o Lupus or Scleroderma

o Rheumatoid Arthritis

o Tuberculosis

Psychological/Emotional

Kidney Disease

For Female Patients

o Depression |

o Poorly functioning kidneys

o Are you pregnant/breastfeeding

o Obsessive-Compulsive

o Dialysis; type:

o Polycycstic ovarian disease

Neurological Disease

Gastroinestinal Disease

Other/Not Listed:

o Stroke/Aneurysm

o Chohn's Disease, Ulcerative Colitis

o Transfusion o Transplant

o Seizure/Epilepsy

o Esophageal Reflux

o Glaucoma o Joint Replacement

o Alzheimer's

o Peptic ulcer

o Need antibiotics prior to surgery

o Fainting |

o Esophagitis

(¢]

Surgeries (include year if known)

o Appendectomy

o Gallbladder

o Knee Replacement |

o Tubal ligation (BLT)

o Back Surgery

o Heart bypass

o Ovary (right/left) removed

o Vasectomy

o Breast Surgery o Hernia

o Skin cancer

o C-section

o Hysterectomy

o Tonsillectomy

o Other:
| |

Social History

Tobacco: o None o Smoke (packs/day) o Chew o Quit (when:

Alcohol: o None o Occasionally o Daily (drinks per day:

) ‘Recreational Drug Use: o No o Yes

Exercise: o None/Occasional o Less than 3 days/wk o 3+ days/ week o Type:

Do you/Have you had: o a blistering sunburn o utilize a tanning bed o use sunscreen(¢ regularly ¢ rarely ¢ never)

Family History (mother, father, sister, brother) of Skin Cancer: Type: o Basal o Squamous o Melanoma

For Office Use Only: Date/Initial: Date/Initial:
Date/lnitial: Date/Initial: Date/Initial:
Date/Initial: Date/Initial: Date/Initial:
Date/lnitial: Date/Initial: Date/Initial:

Date/Initial:
Date/lnitial:
Date/Initial:
Date/lnitial:

902 East Jefferson Street, Ste 201, Charlottesville, VA 22902 (ph. 434-979-7700; fax: 434-979-7715)
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