
V. LIGHTNER FAMILY DERMATOLOGY 
82 Wheaton Ave., Youngsville, NC  27596 (919) 562-8887 

 
 PATIENT MEDICAL INFORMATION FORM  Chart#   

 
Name:         Today’s Date    /      /   
 
 1)  Who REFERRED you to us today?            
 2)  What is the reason for your visit today? (Please be specific)        
 3)  Have you been treated by another physician for this condition? [   ] YES    [   ] NO 
 If YES, by who?        
 What was done?             
 4)  Are you ALLERGIC to any MEDICATIONS?  [   ] YES    [   ] NO 
 If YES, please LIST and EXPLAIN THE NATURE OF THE REACTION: 
 
 
 
 
 
 
 5)  List ALL MEDICATIONS and/or NON-PRESCRIPTION DRUGS that you take regularly: 
 (Including aspirin, birth control pill, allergy shot, vitamins, laxatives, herbs, creams, lotions, pills for 
 headache, arthritis, nerves, sleeping, pain, etc.)   ٱ  No medication. 
 
 
 
 
 
 
 
 6)  Have you or any family members had bleeding problems with dental procedures or surgery? [   ] YES    [   ] NO 
 7)  Have you ever had a reaction to locally injected anesthesia (Novocaine/Xylocaine) such as that you might receive 
at the dentist?        [   ] YES    [   ] NO 
 If yes, please explain            
 8)  Are you prone to fainting?      [   ] YES    [   ] NO  
 9)  If female, Are you pregnant?      [   ] YES    [   ] NO 
10) What form of birth control do you use?          
11)  Prior to dental procedures or surgery, have you been advised to take antibiotics because of a heart problem, 
artificial joint implant or other reason? ٱ  YES     ٱ  NO     If YES, why?       
12)  Please CHECK any skin problems you HAVE or have HAD: 
   Eczema     Warts     Herpes    Cold Sores 
   Psoriasis     Yeast     Genital Warts    Hair Loss 
   Other              
  Skin Cancer, If Yes, give site of cancer          
  Melanoma, If Yes, give site of cancer          
 
13)  Have your brothers, sisters or parents had any of the following?  Please CHECK: 
   Eczema     Warts     Skin Cancer, If YES, who?    
   Psoriasis     Hair Loss   Melanoma, If YES, who?     
  Other, Please Specify            

PLEASE TURN OVER  



14)  Please CHECK any of the following MEDICAL PROBLEMS you have now or have had in the past.  List any others. 
 
       HEART            STOMACH, BOWEL, LIVER       EYES 
  High Blood Pressure   Ulcers    Glaucoma 
  Angina     Colitis    
  Heart Attack    Diverticulitis   EARS 
  Irregular Heart Beat   Irritable Bowels/    Hearing Impaired 
  Heart Murmur    Crohn’s Disease 
  Pacemaker    Hepatitis   
 
  LUNGS     ARTHRITIS   ALLERGIES 
  Sarcoidosis    Rheumatoid   Asthma 
  Emphysema    Osteoarthritis   Hayfever 
  Tuberculosis    Psoriatic   Sinus Problems 
       Lupus    Hives 
 
  NEUROLOGIC     BONE/JOINT IMPLANTS   BLOOD 
  Migraine Headache   Artificial Knee   Bleeding Problems 
  Seizures/Epilepsy   Artificial Hip   Anemia 
  Stroke     Metal Pins 
       Other, Specify     
 
  METABOLIC     GYNECOLOGICAL   CANCER 
  Diabetes    Irregular Menstrual   Location 
  Thyroid Problems   Cycles   Treatment: 
  Other, Specify        Surgery 
           Radiation 
  KIDNEYS     MENTAL HEALTH   Chemotherapy  
   Kidney Disease    Counseling  Year of treatment   
   Polycystic Kidneys   Medication      
         
 
15)  How much alcohol do you drink?      
16)  OTHER MEDICAL CONDITIONS: 
 
 
 
 
17)  List any SURGERY you have had within the past year: 
 [   ] No surgery. 
 
 
Thank you for your cooperation in completing the above questionnaire. 
 
               
Signature of Patient/Guardian       Date 
════════════════════════════════════════════════════════ 
 
For office use: 
The above PATIENT PROFILE was reviewed with the patient and/or parent/guardian  
by            


