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Thank you for choosing Baylor Dermatology for your healthcare needs. In
order to expedite the registration process, attached are our New Patient forms.
Please complete them and bring them to your appointment, along with your
insurance card(s) and photo identification.

If your insurance company requires a referral from your primary care
physician, please obtain this prior to your visit and bring a copy with your
paperwork.

Our office collects appointment fees at the time of service, which includes
copayments, deductibles, coinsurance and self pay amounts. Please be
prepared to pay your portion at your visit. We accept American Express,
Discover, Mastercard, Visa, cash, and personal checks.

Please arrive 15 minutes prior to your scheduled time in order to complete the
registration process.

Please expect to be with us for approximately one hour for your visit.
Our address is 1977 Butler Boulevard, Suite E6.200, Houston, TX 77030. We
are located in the Baylor Medical Building on the 6thtt floor. Self parking and

valet parking are available for your convenience.

Our phone number is (713) 798 — 6131. If you are unable to keep your
appointment or need to reschedule, please contact our office.

Thank you and we look forward to serving you.

Sincerely,

Baylor Dermatology
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Are you on (©MyChart?

You can submit your information
online through MyChart. If you
have already done so, please
check the monitoricon above and
skip to page 4.

Patient Questionnaire Form — Part A

Patient Name:

Date of Birth:

Date:

ALLERGIES - Please use the space to list any allergies including allergic reaction to any

medication(s):

PAST MEDICAL HISTORY - Please circle Yes or No to indicate if you have had any of

these conditions:

HEAD/NECK

Cataracts YES NO | Ear Disorder YES NO | Seasonal Allergies YES NO
Glaucoma YES NO | Hearing Loss YES NO

NEUROLOGIC

Seizure Disorder YES NO | Stroke YES NO | Transient Ischemic
Migraine/Headaches  YES  NO Attack (TIA) YES NO
EMOTIONAL HEALTH

Anxiety YES NO‘Depression YES NO‘

LUNGS

Asthma YES NO ‘ChronicObstructive Pulmonary Disease (COPD) YES NO
BLOOD

Anemia YES NO | Autoimmune Disorder YES NO | Blood Clots YES NO
Blood Transfusion(s) YES NO | Circulation Problems YES NO | HIV YES NO
HEART

Heart Attack YES NO | Hypertension YES NO | Irregular Heartbeat YES NO
e Y o

ABDOMEN

Cancer: Colon YES NO | Diverticulitis YES NO ‘UpperGleedmg YES NO
Crohn's Disease YES NO | Gastroesophageal Reflux Disease (GERD) YES NO
Cirrhosis YES NO | Hepatitis YES NO ‘
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Patient Name:

Date of Birth:

URINARY

Kidney Disease YES NO | Kidney Stone YES NO ‘ UTI - Recurrent YES NO

REPRODUCTIVE/GENITAL

Abnormal Pap YES NO | Prostate Problem YES NO | Breast Lump YES NO

Cancer: Cervical YES NO | Cancer: Prostate YES NO | Cancer: Breast YES NO

Rectal Bleeding YES NO

BONE and JOINT

Degenerative Arthritis  YES NO | Osteopenia YES NO | Osteoporosis YES NO

Rheumatoid Arthritis ~ YES NO

EXTREMITIES

Varicose Peripheral Arter

Veins/Phlebitis YES  NO DiseF;se(PAD) ' YES NO

ENDOCRINE

Diabetes YES NO ‘Thyroid problems YES NO ‘

Please specify any other medical condition(s) that you have now or have had in the past:

PAST SURGICAL HISTORY - Please circle Yes or No to indicate if you have had any of

these procedures:

HEAD/NECK

Brain Surgery YES NO | Cataract Extraction YES NO | Carotid Artery Surgery YES NO

Tonsillectomy YES NO | Thyroidectomy YES NO

HEART

Bypass Surgery/Heart  YES NO | Heart Catheter YES NO Heart Valve YES NO
Replacement

Pacemaker YES NO

ABDOMEN

Abdominal Surgery YES NO | Appendectomy YES NO | Gallbladder Removal YES NO

Weight Loss Surgery YES NO

URINARY/REPRODUCTIVE

;Jl:'r';rr‘;'”cont'”e”ce YES NO | Sterilization YES NO E::zieg(‘j/ orovaries  ves No

EXTREMITIES/BACK

Amputation YES NO | Back/Spine Surgery YES NO | Carpal Tunnel Surgery YES NO

Joint Replacement YES NO | Joint Surgery YES NO | Shoulder Surgery YES NO

OTHER

Anesthesia Problems YES NO | Breast Surgery YES NO Complications after YES NO
Surgery

Other YES NO
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Patient Name: Date of Birth:

Please use the space below to explain your past surgical procedures. If Otheris marked,

explain the procedure:

FAMILY HISTORY - Please check the appropriate box if any of your immediate family
members has or have experienced the following medical conditions, if checked please
identify the family member in the space provided:

[] Check here if you were ADOPTED [] High Cholesterol:
[] Breast Cancer: Age [] High Blood Pressure:
[] Colon Cancer: Age [ Melanoma: Age
[J Ovarian Cancer: Age L1 Other:
[] Prostate Cancer: Age Disease
[] Coronary Artery Disease: Age Fa.1m|Iy member:
Disease
] CVA/Stroke: )
Family member:
[] Depression: Disease
] Diabetes: Age Family member:

LIFESTYLE CHOICES - Please answer the following questions in the space provided:

Tobacco Usage

Do you:
Use tobacco products? YES NO Use smokeless tobacco products? YES NO
If Yes:
How many years? How many packs per day?
Are you ready to quit? YES NO

If you used to use tobacco products but have quit, what was your quit date?

Drug Usage
Do you use any of the following drugs? Please check if any apply to you:
] Marijuana [] Cocaine
[J Methamphetamines ] IV Usage

If you checked any:
How many times per week do you consume the drug(s)?

Alcohol Usage

Do you use or consume alcohol? YES NO
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Patient Name:

Date of Birth:

If Yes, how may drinks do you have a week?

Type of alcohol

Number

Type of alcohol

Number

Glasses of wine

Shots of liquor

Cans of beer

Drinks containing 0.5 oz. of alcohol
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Baylor Dermatology Questionnaire — Part B

Name: Age: Height: Weight:
Referred by Dr. Dr’s. phone #
(first name last name)
Primary Reason for visit: Acne Eczema Rash Warts Skin check
Other:

Details (Location & Duration):

Symptoms: Itch Pain Burning Other:
Previous laboratory testing:
Previous treatment:
Current treatment:

Time permitting, other skin problems:

(2)

(3)

(4)

Do you have concerns about brown spots, fine lines, scarring, or wrinkles? Yes No
Relevant Medical Status Medical & Surgical History
Are you pregnant? Yes No o Bleeding disorder
Are you breastfeeding? Yes No o Crohn’s / Ulcerative Colitis

. ' Heart di
Do you or a family member currently have or have a © reartdisease o
history of o Implant ( valve / joint / pacemaker )
Melanoma? Yes No o Transplant (type: )
Skin Cancer (basal cell or squamous cell)? Yes No
Psoriasis? Yes No
Eczema? Yes No
Hayfever or allergies? Yes No
Acne? Yes No
If yes to any of the above questions, please explain:
Review of symptoms: (please circle)
Diarrhea Fever Joint aches
Other:

Social History

Marital status: Occupation:

Patient signature Date:

Physician signature Date:
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Dermatology Medication Questionnaire — Part B

Please provide us with your preferred pharmacy's information and the list of medications you are
currently taking. This includes both prescription drugs and over the counter drugs that you take

regularly. Thank you.

Patient Name: Patient Date of Birth:

Preferred Pharmacy:

Name:

Address:

Phone Number:

Name of Medication Strength (ex: 10mg; 0.05%) Frequency (ex: 1 tablet once a day)






