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ATLANTIC DERMATOLOGY & LASER CENTER

Please fill out all fields

Name: ________________________________________ Birth Date_______________________

Sex: _ Male  _ Female

Reason for Visit Today: ______________________________________________________________________________

Past Medical History: Check if you have been diagnosed with any major medical problems

_  Stroke _  Kidney Disease _  Liver Disease _  Eczema          _  Skin Cancer

_ Glaucoma _  High Blood Pressure _  GI bleed_  Asthma          _ Basal Cell Carcinoma

_  Arrhythmia _  Heart Attack/ Angina _  Reflux _  Hepatitis       _ Squamous Cell Carcinoma

_  Tuberculosis _  Mitral valve prolapse _  Ulcer _  HIV/AIDs     _  Melanoma

Past Surgical History  (if skin cancer removal, specify location):

Operation (location) Date

1. _______________________________________________________________________________

2. _______________________________________________________________________________

3. _______________________________________________________________________________

4. _______________________________________________________________________________

Medications: (list current medications, including Aspirin and Birth Control Pills)       _  NONE

1. ____________________________      5. ___________________________

2. ____________________________      6. ___________________________

3. ____________________________      7. ___________________________

4. ____________________________      8. ____________________________

Allergies: (List medications you are allergic to) ________________________________

Family History – have any relatives been diagnosed with:

_ Squamous Cell Carcinoma _  Melanoma _  Eczema

_ Basal Cell Carcinoma _  Asthma          _  Psoriasis

Have you ever smoked? ________________ If yes, how much? ___________________

Do you use alcohol?      ________________  If yes, how much? ___________________

Are you currently pregnant or breast-feeding? __________________________



Are you planning on becoming pregnant in the next 6 months? ___________________

Occupation/ Profession: __________________________________________________

Review of Symptoms:  (check all that apply)

Eyes Endocrine Neurological Constitutional

      _  Vision loss    _  Excessive thirst     _  Numbness     _  Anorexia

        _  Blurred Vision    _  Hot/cold intolerance     _  Weakness     _  Weight Loss

        _  Corrective Lenses    _  Skin rash     _  Tremor     _  Fatigue

Ears, Nose, Throat Gastrointestinal Hematological Gynecological

       _  Loss of Smell    _  Nausea                       _  Swollen glands    _  Irreg. Periods

        _  Hoarseness                      _  Vomiting                     _  Prolonged bleeding                 _  Excessive Cramps

        _  Hearing Loss    _  Abdominal Pain     _  Easy bruising    _  Excessive Bleeding

         _  Black stools     _  Frequent Infections    _  I could be pregnant

  _  Indigestion   _  Date of Last Period______

                    _  Jaundice

Cardiovascular   Musculoskeletal Psychiatric Respiratory

        _  Chest Pain    _  Joint swelling     _  Anxiety     _  Wheezing

        _  Heart Attack    _  Back pain     _  Suicidal     _  Cough

        _  Heart murmur    _  bone pain     _  Psychosis     _  Shortness of breath

      _  Pacemaker    _  Excessive thirst     _  Numbness     _  Anorexia

        _  Artificial valve    _  Artificial Joint

PATIENT SIGNATURE : _____________________________________________________________ DATE : _________________



Individual Patient Authorization

I give my authorization to use or disclose my health information to the following people and organizations:

_ __ The staff of Atlantic Dermatology and its billing company

_ __ My insurance company(ies) and their representatives

_ __ Other physicians involved in my health care

_ __ My pharmacy

____ My spouse _________________________
spouse’s name

_____ My child(ren)_________________________________

child(ren)’s name(s)

______ Other ________________________________________

(please specify)

Patient Communications

Home Phone

______  Atlantic Dermatology may leave a message on my home phone with detailed information.

______  Atlantic Dermatology may leave a message on my home phone with call back number only.

Work Phone

______  Atlantic Dermatology may leave a message on my home phone with detailed information.

______  Atlantic Dermatology may leave a message on my home phone with call back number only.

Wrtten Communications

______ Atlantic Dermatology may send mail to my home address.

______ Atlantic Dermatology may send mail to my work address.

______ Atlantic Dermatology may send a fax to me at my request.

Revoking Authorization

I understand that I may revoke this authorization at any time by given written notice to Atlantic

Dermatology.  However, I understand the revocation will not be effective for any actions taken prior to

receipt of the written notice.  I understand that I am giving this authorization as a condition of obtaining

insurance coverage, and if I revoke the authorization, the insurance company may contest my claims under

the policy.

Signature: _____________________________________________Date: _____________________

Prinited Name: _________________________________________


