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Georgia Dermatology Center Medical Information 

 
 
Name:________________________________________________________________  

First     Middle     Last  
 
Reason for visit: 
 
  
 
Please list all medications and reason you are taking them, including non-prescription, 
hormone pills, and aspirin:  
 

  

  

  

 
 
Any known drug allergies: 
  

Latex         Local Anesthetic      Iodine      
 
Do you have a pacemaker:       Yes  No 
  
Do you have a personal history of skin cancer:   Yes  No  
 
Do you have a family history of skin cancer:    Yes  No    
 
Do you have a personal history of malignant melanoma:           Yes  No  
 
Do you have a family history of malignant melanoma:               Yes  No  
 
Do you Have a personal history of large scars or keloids:         Yes  No  
  
Do you smoke:        Yes  No  
 
Do you drink alcohol:       Yes  No  
 
Have you ever tested positive on an HIV test:    Yes  No  
 
Have you ever had hepatitis, jaundice, or liver disease:  Yes  No  
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FULL BODY SKIN EXAM: In order to help in detecting skin 
 Cancer, our physician offers a full body skin exam. 
This examination would require you to fully undress. 
 Please indicate if you want this exam:     Yes  No   

 
 

 WOMEN ONLY:  
Are you taking birth control pills:      Yes  No  
 
Are you pregnant:        Yes  No  
 
Are you nursing:        Yes  No  
 
Do you have any problems associated 
 with your menstrual period:       Yes  No  
 
 
Were you referred by a physician:      Yes  No  
 
 
If so physician name:  
 
 
How did you hear about us:   
 
 
 
 
 
 
 
          
Signature of Patient       Date 
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