
KNOTT STREET DERMATOLOGY HEALTH HISTORY QUESTIONNAIRE
All questions are strictly confidential and will be part of your medical record

Please answer the following questions. (If you are not sure how to answer a question, leave blank)

Do you have a history of excessive scarring (i.e. keloids)?...............         Yes         No
Do you bleed excessively with injury or surgery?..............................         Yes         No
Do you have immunosuppression (or a high risk for infection)?.......         Yes         No
Do you have problems with healing?.................................................         Yes         No
Are you allergic to latex?.....................................................................         Yes         No
Are you allergic iodine, betadine or IV contrast?................................         Yes         No
Do you have a pacemaker or defibrillator?.........................................         Yes         No
Do you have an artificial joint?............................................................         Yes         No
Do you have an artificial heart valve?.................................................         Yes         No

Have you ever had asthma?...............................................................         Yes         No
Do you have seasonal allergies or hay fever?...................................         Yes         No
Have you ever had atopic dermatitis (eczema)?...............................         Yes         No
Do you have nickel or costume jewelry allergy?................................         Yes         No
Have cosmetic products ever caused you to have a rash?...............         Yes         No
Is there a family history of asthma, eczema or seasonal allergies?..         Yes         No

Have you ever had skin cancer?........................................................         Yes         No
Do you have a family history of melanoma?......................................         Yes         No
Have you ever had radiation therapy?................................................         Yes         No
Have you had a lot of sun exposure over the years?.........................         Yes         No
Have you ever used tanning beds?....................................................         Yes         No

Do you currently or periodically sun tan or use tanning beds?..........         Yes         No
Do you have difficulty tolerating antibiotics (i.e. nausea etc.)?..........         Yes         No
Would you describe your skin as overly sensitive?...........................         Yes         No
For females, are you:

currently pregnant? ……………………………………….………………………         Yes         No
attempting or contemplating pregnancy?..........................         Yes         No

Do you have a family history of severe acne? ………………………         Yes         No

Do you currently smoke?......... ……………………………………….         Yes         No
Do you drink alcohol?............... ……………………………………….         Yes         No
Are you a diabetic? …………………………………………………….         Yes         No

Would you be interested in scheduling a free consultation 
with Renee, our skin care specialist?.................................................         Yes          No

Areas of potential interest……………..           Skin care products

          Laser treaments

          Wrinkle reduction-Botox

          Dermal fillers-Restalyne, Juvederm

          Other ____________________


