Margaret O’Neill, M.D.

Dermatology

YOUR NAME (Please print): _________________________________________
Date: _______________________

Primary physician: _____________________________
Referring physician: ________________________________
What is/are your skin problem(s)? (rash, growth, warts, acne, etc.) When did you first notice this?

_____________________________________________________________________________________________________
Please circle YES or NO to the following questions:

1. Has a doctor given you anything for your skin problem?




YES
      NO

If yes, please give names of everything used.

_________________________________________________________________________

2. Have you put any medications on your skin yourself? If yes, please list.


YES
      NO

_________________________________________________________________________

3. Please list all medications you are taking for any reason.




YES
      NO
_________________________________________________________________________

4. Are you allergic to any medicines? (i.e. Penicillin, Aspirin, etc.) If yes, please list.

YES
      NO

_________________________________________________________________________

5. Does anything touching your skin (jewelry, tape, etc.) cause a rash or allergy?


YES
      NO

_________________________________________________________________________

6. Have you had any other skin problems? If yes, please list.




YES
      NO

_________________________________________________________________________

7. Do you or have you ever had eczema, hives, hay fever, or asthma? If yes, list below.

YES
      NO

_________________________________________________________________________

8. Does anyone in your family have allergies, skin problems or rashes? If yes, list below.

YES
      NO

_________________________________________________________________________
9. Please note any health problems: recent surgeries, diabetes, high blood pressure, stroke, heart disease, lung disease, liver or kidney problems, gastrointestinal disease, cancer, etc. Please explain briefly.
__________________________________________________________________________________________________

__________________________________________________________________________________________________

10. For women only:
Are you pregnant?






YES
       NO

Are you taking any hormones or birth control pills?


YES
       NO
