MRN: 8 A1 2 Name: H 4 B #ipos:
HARER%E Medical History

MBELTERRBKEA, WITH Past Medical History (Circle all that apply)

£ EJE Anxiety SRR ZE 4w COPD FF 2 Hepatitis fifif& Lung Cancer

X1 2% Arthritis IMESR Coronary Artery Disease & I Hypertension HKESE Lymphoma

Bk Asthma M ARKE Depression % d& HIV/AIDS BB AR4E Prostate Cancer
IDMEKE Atrial Fibrillation  #FR#% Diabetes = A8 [E % M E Hypercholesterolemia J{LET ;A 7 Radiation Treatment
A5 R84 BPH FKRHEA'B A End Stage Renal Disease  FR{R PR TN BE FTHE FE Hyperthyroidism TRRAE Seizures

ZLBJEJE Breast Cancer BRE KRR GERD FRAR BRI BE LR E Hypothyroidism  F1X Stroke

Ki##ESE Colon Cancer E Mg Hearing Loss M¥E Leukemia Hfth Other:

FRFAE Past Surgeries:
LIRTH R A LT REBKH/EEK? Skin History (Circle all that apply)

MFl/FEE Acne #2584 Blistering Sunburns fE#d BiHay Fever or Allergies 4R & %%/4 B Psoriasis
ﬁlﬁ{t"iﬁ'fbfﬁ Actinic Keratosis :F@Riﬂ;i Dry Skin %@,?‘E’u’: Melanoma %ﬂkﬂﬂﬂ% Squamous Cell Carcinoma
& Asthma BPIRGIMEREKK Eczcema & Poison Ivy Hfth Other:

HEHMIE K= BCC FIE B 3K R K FEriaking or ltchy Scalp JEBITEE/ K B 7 B FEprecancerous Moles

ﬂ%ﬁﬁﬁﬁmmmg?(Sunscreen) ZYES AZNO ZA[HHEEFSPF:
RiEmA 8 FIERERMAE? Family History of Skin Cancer? =YES FENO

ME, WPHI if YES, which relative?
N, W—#h ?1f YES, which type?: EEMARILIE sasaL IR HIBASE squamous B FHRIE MELANOMA  NENTE UNKNOWN

B FRZ5M Are you currently taking any medications? =YES ((BEBETXK) A =ZNO
BHBELYBUE ? Are you allergic to any medications? ZYES (BB T %K) F2NO

FE M Vaccinations (W ZI# B # Date Received): fifi#% Pneumonia: / TREEHEH Flu Shot: /
R EYWE? alcohol Usage: TNIEH NONE D F — K —#F Less THAN 1PER DAY B K — I F #F1-2 pEr DAY B K =4FLL E3+PER DAY

HtBlsmoking status: £ R IMUKEVERY DAY {87R#l SOMEDAYS  LAHTHHNE FORMER SMOKER MET 3T NEVER SMOKER

WHR ISR B REERBRIER Please circle any that you currently have (ROS):

%Iﬂl}:l_: High Blood Pressure EF' 3{%H§9§Tﬁmyroid Problems ﬂ%ﬂﬁ‘ﬁ Asthma/Hay Fever &4;’5 Rash H”.W%ijuscle weakness
Hﬁﬂtﬁ? Chest Pain ﬁ.l]']l Anemia E\,H':I’ Emphysema ﬁ,g*[l]ﬁ%l]lmmunosuppression éﬁ%B{%ﬁENeck stiffness
II:,\HEJJFE Heart Attack ﬁi.[ﬂl Blood transfusion éﬁ'éj]Malaise (Feel Sick) ﬁ;:F Night sweats ﬁﬁﬁﬂz Seizures
[@[&%\1& Shortness of breath J;'.:'._EJJIE Cancer Z‘Vt% Fever or Chills M;EUZE Sore throat Uﬁﬂik Cough

EF‘J)_(\, Stroke gﬁ'lﬁfi‘[bﬁwn. Sclerosis/Numb %ﬁﬁ Headache %ﬂb*ﬁ%ﬂ Blurry Vision u#"ﬁ,%\ Wheezing
f%‘\/ﬂiﬁlﬂ Unintentional Weight Loss éIBEJE’ELupus ’E‘}ﬁ’}‘} Problems with bleeding ﬂgﬁﬁ Abdominal Pain ,E)f\ Anxiety
'HEﬁIUfE Depression *%ﬁ/ﬂnmﬁmhrmsmusc Pain &H*%éﬁ B prob w healing E.[ﬂl Bloody Stool

*Eﬁ(rﬁ? Diabetes N;ﬂ'li%@r?ﬂ: Rheumatic Disease ﬁﬂiﬁ Problems with scarring Eﬂﬁé Bloody Urine

AIBE_"I-"J_ Artificial joints Hﬂiéﬁ*ﬁ Tuberculosis '&ﬁﬂ%ﬂ Kidney problems ﬁ‘i[ﬂl?{l_Blood thinners

N T B 86 BE Artificial heart vaive 323359 AIDS/HIV BF = {81 FARREEZG UK Lido allergy THER E M EH B EE IKE MRSA
RCIH BRPacemaker/defibrillator Z B AT R BB BT %erepnc ARELBURE Allergy to latex B L AR5 12 A0 B D0 3R Rapia neartoeat wi epi
.[I‘.Ilﬂ{ Blood clots H:F |h—.|ﬂ Liver problems %%??*ﬁi?ﬁ&@ Antibiotic oint allergy 'M:&E‘Z;ﬁﬁ"ﬁ:&megnanmanmng pregnancy

ﬁ*gﬁ Patient/Legal Guardian Signature: Eﬂ Date:




