ANTHONY DEE, MD PLLC
DERMATOLOGIC CENTER FOR EXCELLENCE

PATIENT REGISTRATION FORM Date

Patient Name: DOB: Sex: [JM []F
Address:

City/State/Zip:

Email: Social Security #:

Please provide contactinformation andindicate your preferred contact number:

[ HomePhone: [Cell:

Mayweleaveamessage? [1Y [JN Maywetextyoutoconfirmappointments? JY [N
Employer: Occupation: Phone:

PharmacyName: Phone:

Primary Care Physician:
Referred By:
MaritalStatus: [ISingle [Married [Divorced [IWidowed

EthnicGroup Race
[ JHispanicorLatino [IWhite
[ ]NotHispanicorLatino [ JAfrican American
[1Decline [[JAmericanIndianorAlaskaNative
[JAsian
[ INativeHawaiianorPacificlslander
[ JOther Race
EmergencyContact: Relationship: Phone:
Minorpatient’sparent/guardianname: Phone:

Whoisfinanciallyresponsibleforpatient?

Address, if different from patient:

PRIMARY INSURANCE INFORMATION

Insurance Company:
PolicyHolder: Relationship to patient:
Policy Holder DOB:

SECONDARY INSURANCE INFORMATION

Insurance Company:
PolicyHolder: Relationship to patient:
Policy Holder DOB:

TERTIARY INSURANCE INFORMATION

Insurance Company:
PolicyHolder: Relationship to patient:
Policy Holder DOB:




ANTHONY DEE, MD PLLC
DERMATOLOGIC CENTER FOR EXCELLENCE

PATIENT INTAKE FORM
PatientName Date of Birth Date

Chief complainttoday:

Select any of the following medical conditions that you currently have:

[] Anxiety [] CoronaryArteryDisease [ ] Hyperthyroidism
] Arthritis ] Depression ] Hypothyroidism
] Asthma ] Diabetes ] Leukemia
[J AtrialFibrillation [] End StageRenal Disease L1 LungCancer
(irregularheartbeat) ] GERD ] Lymphoma

[] BoneMarrow [ ] HearinglLoss [] Prostate Cancer

Transplantation [ ] Hepatitis [] RadiationTreatment
[] BPH ] Hypertension/High Blood [ ] Seizures
] BreastCancer Pressure ] Stroke
] ColonCancer ] Hypercholesterolemia/High
] COPD Cholesterol [] None

[]O0ther

Pleaselistanypastsurgicalproceduresanddates:

Do any of the above procedures require that you take an antibiotic before the dentist
(premedicate)? Yes No

Have you had any of the following skin conditions?

[] Acne [] Eczema []Precancerous Moles
[] Actinic Keratoses [J Flaking or ltchy Scalp [ Psoriasis
[] Asthma ] Hay Fever/Allergies []Squamous Cell Carcinoma
] Basal Cell Carcinoma ] Melanoma** ] Other
] Blistering Sunburns When?
] Dry Skin ] Poison lvy 1None
Doyouwearsunscreen? []Yes [] No
Ifyes, what SPF?
Doyoutaninatanningsalon? []Yes ] No
Doyouhaveanimmediatefamilyhistoryofmelanoma? []Yes ] No
Ifyes, whichrelative(s)?
Doyoudrinkalcohol?(REQUIRED) Doyousmoke?(REQUIRED)
[ INone [ ]Never smoked
[Lessthanldrinkperday [JFormer smoker
[ 1-2drinksperday [ ]Currenteverydaysmoker

[13ormoredrinksperday []Currentsomedaysmoker



PatientName

ANTHONY DEE, MD PLLC

DERMATOLOGIC CENTER FOR EXCELLENCE

Date of Birth

Date

Please list any medications you are currently taking, including over-the-counter:

Medication

Dose

Frequency

Date Started

Areyouallergictoanymedications?

(1Y [N Ifyes, pleaselist:

For new patients only: Are you experiencing difficulty today with any of the following:

] Problems with bleeding

[] Problems with healing

[] Problems with scarring
(hypertrophic/keloid)

[ ] Rash

] Immunosuppression

M Anxiety

] Depression

] Muscle Weakness

] Unintentional Weight Loss

[ ] Thyroid Problems
[] Sore Throat
[ ] Blurry Vision

[ ] Abdomina

| Pain

] Bloody Stool

0 Chest Pain

] Feveror Chills
] Night Sweats

Alerts: Do you have any of the following?

] Allergytoadhesive
[]Allergytolidocaine

1 Allergytotopicalantibioticointments

[ Artificialheartvalve

[] Artificialjointswithinpasttwoyears

[ ] Bloodthinners

1 Defibrillator

JMRSA

]Pacemaker

JHeadaches
[ ]Seizures
[1Cough
[ ]Shortness of
breath
1Wheezing
DJoint Aches
]Muscle Aches

[JPremedication priorto procedures
[ ]Rapidheartbeatwithepinephrine
[IPregnancyorplanningapregnancy




