Patient’s Name: _____________________________________ D.O.B. ________________________

MEDICAL HISTORY
Select past and present medical conditions you have experienced:
 None	              Atrial Fibrillation	          Hepatitis                      Hyperthyroidism
 Anxiety           Bone Marrow Transplant      Hypertension               Hypothyroidism
 Arthritis          Depression		         HIV/AIDS                       Stroke
 Asthma           Diabetes                                  High Cholesterol          Gastroesophageal reflux disease
Cancers other than skin: Include type/location and treatment(s) ________________________________
Additional Medical Conditions: ___________________________________________________________
PAST SURGERIES
 None OR List all past surgeries: _________________________________________________________
SKIN DISEASE HISTORY
 None If you have had any of the following skin conditions, provide details below (including treatment dates and location(s)):
 Basal Cell Carcinoma ___________________________    Acne ______________________________
 Melanoma___________________________________     Dry skin ____________________________
 Precancerous Moles ___________________________     Eczema ____________________________
 Squamous Cell Carcinoma ______________________     Psoriasis ____________________________
 Additional Skin Conditions: _____________________________________________________________
Do you wear Sunscreen?  Yes    No			Tanning salon usage?  Yes    No
Do you have a family history of Melanoma?  No  Yes If yes, which relative(s)? ___________________
MEDICATIONS
List all medication names and dosages including prescription creams, over the counter, and herbal supplements. 
Have you been FULLY VACINATED for Covid-19?            Yes       No
 No current medications
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
_____________________________________________________________________________________
Patient’s Name: _____________________________________________ D.O.B. ____________________

ALLERGIES
List all allergies and reaction(s), including medication, food, and environmental.
 No known allergies
__________________________________________________________________________________________________________________________________________________________________________
SOCIAL HISTORY
TOBACCO USAGE
  None  Former  Current If a smoker, number of packs per day: ___ Total years smoking: __ Tobacco Type: _____________
ALCOHOL USAGE
 NONE     Less than 1 drink per day     1-2 drinks per day     3 or more drinks per day
OCCUPATION: _________________________________ Hobbies: _______________________________
AGE 65+ ONLY (SKIP THIS SECTION IF YOUNGER THATN 65)  
Have you ever received a pneumonia vaccination?    Yes     No 
Year of most recent pneumonia vaccination: ______ Vaccination(s) received (check all that apply):
  PPSV23   PCV13   Unsure
Have you ever received the shingles vaccination(s)?      Yes      No

Do you have an advance care plan/living will?  Yes  No  Decline to specify (If no or decline, continue to next section)
Do you have a healthcare proxy?  Yes  No Designee’s Name/Phone Number: ____________________
Which statement(s) reflect your wishes:  Do not intubate  Do not resuscitate  Full cardiopulmonary resuscitation

Patient’s signature: _______________________________________ Date: _______________

Pharmacy Name: ____________________________________________________
 Address: ______________________ Phone: ______________________________

