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Patient Form: Skin History

Please fill out the information below. If you have any questions,
please let us know and we will be happy to help you.

Name: Date of Birth:

Primary Care Doctor (main doctor):

Doctor who referred (sent) you to our office:

What Brought You in Today:

Have you had a biopsy (tissue sample) for this area on your skin? Yes

the results?

No  If yes, what were

What kind of changes have you seen in this spot?

___ Bleeding _ Getting bigger
__ Color change _ Other

How long has this mole/lump/sore been on your skin?

__ Ttching/Irritated

Have you had this area treated? Yes No If yes, how was it treated?

Have you had any other skin cancers? Yes No If yes, what?

When? How was it treated?

Tell us about yourself:

Are you allergic to anything such as medicines or foods? Yes

No If yes, what are you allergic to?

Do you smoke or use nicotine products? Yes No If yes,

you use each day?

what do you use and how much do

Has any member of your family ever had skin cancer? Yes No If yes, who was it and what
kind of cancer did they have?
Have you ever used a tanning bed? Yes No If yes, how often did you use it and how long did you

go?
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When you are in the sun do you:

___burn only ___burn then tan ___tan but hardly ever burn ___tan, don’t burn at all
Have you ever had a burn so bad you got blisters? Yes No If yes, how many times?

Have you or do you work outside? Yes No If yes, how long have you worked outside?

Do you or have you spent a lot of time in the sun for fun activities? Yes No  If yes, what kinds of
activities?

For women, are youpregnant? __ Yes __ No Please let us know if you are planning to become

pregnant during your treatment.

Do you have any long-term diseases such as high blood pressure, diabetes, lupus, rheumatoid arthritis, kidney or

liver disease? __ Yes _ No If yes, what do you have?

Are you HIV positiver __ Yes _ No

Do you have Hepatitis Bor C? ___ Yes ____ No

Have you ever had cancer that’s not skin cancer? Yes No If yes, what kind of cancer did you
have?

Are you getting treatment for cancer rightnow? __ Yes __ No

Have you had an organ transplant? Yes No If yes, when and what type?

Have you had any of your joints replaced? Yes No If yes, when and what type?

Have you had any heart valve problems? __ Yes ___ No If yes, what kind of problems or treatment?
Do you have a pacemaker (device that controls your heartbeat)? _ Yes __ No

Do you have a defibrillator (tool to give heart electric shock so it beats normally)? _ Yes ____ No

Please tell us any other medical problems we should know about

Patient Signature Date Time
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Carolinas HealthCare System complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or sex.
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al 1- 800-821-1535.

CHU ¥: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro’ ngdn nglk mi&n phi danh cho ban. Goi s6 1- 800-821-1535.
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