Atlantic Shore Dermatology

PATIENT INFORMATION AND HISTORY FORM Chart#
Last Name First Name MI. SSN
Sex: Maeor Femae Date of Birth - - Marital Statuss SW D M
Home Address City/State Zip Code
Mailing Address City/State Zip Code
ISADDRESS: PERMANENT OR TEMPORARY? (circleone)
Home Phone Work Phone
E-mail Address Cell Phone

Patient’s Employer (if student, name of school)

Employer’s Address

SPOUSE OR GUARDIAN

(Without thisinformation, we cannot file a claim and you will beresponsible for the bill the day of service.)

Name Date of Birth SSN

Employer Address Phone#
EMERGENCY CONTACTS

Nearest relative not living with you Phone

Nearest friend not living with you Phone

Family Physician Phone

Referring Physician Address Phone

INSURANCE INFORMATION

***Primary Insurance Co. Name/Address

I nsured/Policy Holder/Subscriber Name Date of birth of Insured / /

Policy Number Group Number Dateof injury

*** Secondary Insurance Company Name/Address

I nsured/Policy Holder/Subscriber Name Date of birth of Insured / /

Policy Number Group Number Dateof injury

| agreethe aboveinformation is correct.

Print Name Signature Date
**** Pathology Consent ****
Arewe ableto leave pathology/lab results on your answering machine? [1Yes [INo

Signature Date:




Medical History

Patient Name Date:

Are you allergic to any medication? Yes No
If yes please list:
1. 2. 3.

List all Medications you are currently taking (including over the counter or herbal remedies):

Who is your primary Physician?

History of Diseases

Do you have now, or have you ever had diseases or conditions of:

Lungs: Yes No Other Systemic Yes No
Bronchitis Diabetes
Emphysema Thyroid
Asthma Kidney
Chronic Cough Bladder
Stomach
Bowel
Vascular: Hepatitis or Yellow Skin
Glaucoma
High Blood Pressure Arthritis/Joint Deformity
Chest Pain Convulsions, Epilepsy
Heart Attack or Seizures
Heart Murmur Fainting
Irregular Heart Beat
Pacemaker
Phlebitis
Do you bleed easily?
(Women) Are you pregnant? Due Date:
Do you have artificial joint(s)?
Do you have an artificial heart valve? Yes No
Do you have a history of cancer (skin, prostrate, breast, etc? Yes  No Type:
Have you had or have been exposed to HIV (AIDS)? Yes No
Have you ever had any problems with dental anesthesia (Lidocaine)? Yes No

List any other disease or condition we should know about:
List surgical procedures you have had in the last 6 months:

Social History

When you are exposed to sun do you: Tan only Tan and burn  Burn
Do you Smoke? Yes No If so, how much:

What is your occupation?

What are your hobbies?

WE RECOMMEND A YEARLY BODY EXAM. PLEASE SCHEDULE THIS IF YOU LIKE: PLEASE SIGN
BELOW THAT YOU HAVE READ THE ABOVE STATEMENT

Date:

Signature
Reviewed By:




