
Dermatology Medical Group of San Francisco, Inc. 
 
(Please print) 
Name_______________________________________________________ 
      First                                    Middle initial               Last 
 
Address____________________________________________________________ 
  Street               City            Zip Code 
 
Home Phone_____________________Cell Phone______________________ 
 
 
Email___________________________________ 
 
Employer________________________________ 
 
Business Address_______________________________________________________ 
 
Business Phone____________________Occupation____________________________ 
 
Date of Birth_______________Age_______ Social Security #_____-___-_____ 
 
Name of Spouse/Partner__________________________________________ 
_ 
Employed by______________________Business phone number____________ 
 
 
In Case of Emergency: 
Name_______________________________________________________________ 
 
Address______________________________________________________________ 
 
Phone Number_____________________Relationship to patient____________________ 
 
Insurance Information 
Name of Insurance Company_______________________________________________ 
 
Subscriber’s name______________________________________________________ 
 
I.D. Number_____________________  Group #______________________ 
 
Where is your skin problem located?__________________________________________ 
 
 How long have you had it?__________________________ 
 
 Have you been treated for this condition?_______________ 
 
Primary Care Provider___________________________________________________ 
 
Provider’s Address______________________________Phone___________________ 
                Street                                City           Zip 
 
Referred to our office by:_________________________________________________ 
 
Address_____________________________________Phone___________________ 



 

Dermatology Medical History 
 
Patient __________________________________________Date   _____/_____/_____ 
 
Are you allergic to any medications?      _____YES     _____NO    If yes, list below: 
 
1.______________________________________2.____________________________ 
 
List all medications you are currently taking (including prescriptions, over-the-counter meds, vitamins, 
and herbals): 
 
1.________________________ 3. _____________________ 5.__________________ 
 
2.________________________ 4. _____________________ 6. _________________ 
 
Do you have:  High Blood Pressure  _____YES  _____NO     Diabetes   _____YES   _____NO 
 
List any other diseases or conditions:____________________________________________ 
 
List surgical procedures you have had in the last 6 months:_____________________________ 
 
Skin: Have you ever had skin cancer?    _____YES   _____NO 
 
 Has anyone in your family had skin cancer?  _____YES   _____NO 
 
 Do you have a history of any specific skin diseases? _____YES   _____NO If yes,_______ 
 
 Do   ou have problems with healing?   _____YES   _____NO 
 
 Do you bleed easily?     _____YES   _____NO 
 
 Do you develop skin rashes in reaction to ____Medications   _____Food   _____Environment 
 
                      _____Bandages      _____Topical Neosporin 
 
      _____Other______________________________ 
 
Do you require antibiotics for dental work?  _____YES   _____NO 
 
Do you have any artificial body parts, such as a joint 
replacement or artificial heart valve?   _____YES   _____NO 
 
Do you smoke:      _____NO   _____YES  How much?___________ 
 
Do you drink alcoholic beverages?   _____NO    _____YES  How much?__________ 
 
Are on on: _____Blood Thinners  _____Aspirin 
 
  _____Anti-inflammatory medicines such as Ibuprofen, Naprosyn, Motrin, Alleve,etc. 
 
(Women)  Are you pregnant? _____YES   _____NO     Due Date:  ____/____/____ 
 
Are you breastfeeding?  _____YES   _____NO 
 
 


