
NEW PATIENT MEDICAL INFORMATION
TRIBECA PARK DERMATOLOGY

Are you currently experiencing a fever, 
shortness of breath or any flu like symptoms?

Yes No

Patient Name __________________________________________________________________________________________________

Reason for today’s visit __________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

Medical History Height ______________ Weight______________

Medical Conditions (past and present) ____________________________________________________________________________

______________________________________________________________________________________________________________

Medications ___________________________________________________________________________________________________

______________________________________________________________________________________________________________

Skin History

Do you have a personal history of skin cancer, atypical moles, or precancerous skin growths? ____________________________

If “yes,” what type and location? __________________________________________________________________________________

Describe any past skin issues (such as eczema, psoriasis, acne, etc) ____________________________________________________

Allergies

Allergies to Medication? _________________________________________________________________________________________

Other allergies _________________________________________________________________________________________________

Are you pregnant? _____________________________________  Breast Feeding?________________________________________

Family History

Family history of skin cancer?      Yes      No

If “yes,” please provide details ____________________________________________________________________________________

______________________________________________________________________________________________________________

List any family history of skin conditions (such as eczema, psoriasis, acne, etc) _________________________________________

______________________________________________________________________________________________________________

Signature of Patient _________________________________________________________  Date__________________________
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