
Pioneer Valley Dermatology, p.c.

Medical History reviewed by:

New Patient Information Sheet

Name:_________________________________________________________Date:_____
Last First MI

Reason for appointment (include duration and symptoms!):
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Medications:_____________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Allergies to medications, latex, bandaids, suture material:_________________________
_______________________________________________________________________
_______________________________________________________________________

Preferred Pharmacy:  _____________________________________________________

Other medical problems:____________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Previous surgeries:________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Any history of complications of surgeries— e.g. bleeding, abnormal scarring__________
_______________________________________________________________________
_______________________________________________________________________

Family History of skin disease: _____________________________________________
_______________________________________________________________________

Family History of Skin Cancer:_____________________________________________
______________________________________________________________________
________________________________________________________________________



Pioneer Valley Dermatology, p.c.

Medical History reviewed by:

Please indicate if you currently have, or have recently had any of the following. If you
did not already give the details above, please provide them here or on back.

Yes No Details
Rash   __________________________________________
New or changing mole   __________________________________________
Bleeding spot   __________________________________________
Unusual bruising   __________________________________________
Wheezing   __________________________________________
Shortness of breath   __________________________________________
Fever/chills/sweats   __________________________________________
Nausea/vomiting/diarrhea   __________________________________________
Headache   __________________________________________
Joint pains   __________________________________________
Unusual weight change   __________________________________________
Pacemaker/defibrillator   __________________________________________
Artificial joint(s)   __________________________________________
Heart valve problem   __________________________________________
Unusual bleeding problem   __________________________________________
Heavy scarring/keloids   __________________________________________
Glaucoma   __________________________________________
Cataracts   __________________________________________

Who referred you to this office?_____________________________________________

Who is your primary care physician?__________________________________________


