
 

 
 

Annual Medical History 

NAME: _______________________________ DOB: _______________________ DATE: __________  

Currently Pregnant:  Yes  No  Due Date: ___/___/___   Currently Breast Feeding:  Yes  No 

Are you planning a pregnancy in the next year:  Yes  No 

Are you allergic to any medications?    YES   NO  If yes, please list:_______________________________ 

Have you ever had dental anesthesia (Lidocaine/Epinephrine)?   YES   NO Any bad reaction?  YES   NO  

Healing Problems:  YES   NO   

Natural/Original Hair Color:  Black  Brown  Light Brown  Blonde  Red 

Natural Eye Color:  Black  Brown  Light Brown Blue  Hazel  Gray  Green  Red 

Skin Color:  Very Pale  Fair  Med-Olive  Dark Olive Brown  Brown  Black 

Past Medical History Please place a check mark by any condition of which you may have had a history:  
 

 
Past Surgical History  
 

 
Skin Disease History  
 

 



Annual Medical History (continued) 
Family History 
 
 Basal Cell  Squamous Cell  Melanoma  Skin Cancer (unknown type)  Acne  Psoriasis  Hair Loss  
Several Moles  Skin Rashes  High Blood Pressure 

Which family member? _______________________________ 

Please list any other significant family medical history:____________________________________________ 

________________________________________________________________________________________ 

Medications: List all medications you are currently taking: (or provide list) 
________________________________________________________________________________________ 

Medication Allergies: _____________________________________________________________________ 

________________________________________________________________________________________ 

Social History  

• Drink alcohol?  YES  NO If YES _________ drinks per day 
• Use recreational drugs?  YES   NO If YES, what & how often:_______________________ 
• Smoking Status: Current everyday Current some day’s Former Never 

Unknown if ever smoked  

Type: Smokeless Cigars Cigarettes Marijuana For how long:______________________ 

• Do you use a tanning bed?  YES NO Frequency:_____________ 
• Do you tan outside?  YES NO Frequency:_____________ 
• Do you use sunscreen? YES  NO 

Current Symptoms: 

 
 


