
Bend Dermatology Clinic, LLC 
Personal Medical History

NAME DATE OF BIRTHDATE OF BIRTH

MEDICATION ALLERGIES:MEDICATION ALLERGIES:MEDICATION ALLERGIES:

NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)NON-MEDICATION ALLERGIES:  Latex              Others (IVP dype, food tape, etc)

DO YOU REGULARLY TAKE ASPIRIN?  DO YOU REGULARLY TAKE ASPIRIN?  DO YOU REGULARLY TAKE ASPIRIN?  DO YOU REGULARLY TAKE ASPIRIN?  

CURRENT MEDICATIONS:CURRENT MEDICATIONS:CURRENT MEDICATIONS:

MEDICAL HISTORY:(check all that apply)MEDICAL HISTORY:(check all that apply)MEDICAL HISTORY:(check all that apply)MEDICAL HISTORY:(check all that apply)

Women Only:Women Only:

SURGICAL HISTORY (past 2 years)SURGICAL HISTORY (past 2 years)SURGICAL HISTORY (past 2 years)SURGICAL HISTORY (past 2 years)

SOCIAL HISTORY:SOCIAL HISTORY: Do you smoke/chew tobacco? Do you smoke/chew tobacco? Do you smoke/chew tobacco? Drink alcohol? Drink alcohol? 

FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? FAMILY HISTORY: Is there a history in your family of the following diseases? 

Signature of PatientSignature of Patient Date






