
Dr. Michele Zormeier 

COSMETIC DERMATOLOGY QUESTIONNAIRE 

 
Patient Name ____________________ Date ________________ Birth Date ________________ 
Address _________________________________ City _______________ State ___ Zip ______  
Phone (______)_______________ Email ____________________ Referred by _____________ 
 

 
Medical History: 
Have you ever had the following: 

 Diabetes  Bleeding disorder 
 Cancer  Lupus 
 Rosacea  Sun sensitivity 
 Pregnancy  Lactation 
 Menopause  Cold sores 
 Keloid scar formation 
 Allergies, please list _________ 

     __________________________ 
 Other _____________________ 

 
Medications/Medical Treatment: 
Are you currently taking birth control pills?    

 yes  no 
Have you ever taken Accutane?  

 yes  no 
Please list all medication you are taking 
___________________________________ 
___________________________________ 
 
Are you presently under a physician’s care 
for any condition? 
If so, please describe: 
___________________________________ 
___________________________________ 
 
Lifestyle information: 
Do you consume alcohol?  yes  no 
Do you smoke?  yes  no 
Do you exercise regularly?  yes  no 
Do you use tanning booths?  yes  no 
Describe your history to sun exposure: 
___________________________________ 
___________________________________ 
 
Skin Type: 

 Sunburn easily  Oily 
 Sunburn, then tan  Normal 
 Usually tan   Dry 
 Always tan   Sensitive 

 
Cosmetic History: 

 Facial surgery in the past 
 Collagen injections 
 Botox injections 
 Glycolic peels in the past 
 TCA or Phenol peel in the past year 
 Electrolysis 

 

Skin Care History: 
Please indicate by brand name the products 
that you use for daily skin care: 

 Cleanser _____________________ 
 Toner ________________________ 
 Moisturizer ____________________ 
 Sunscreen _____________________ 
 Skin lightener/bleacher______________ 
 Antioxidant formula _________________ 
 Anti-aging formula__________________ 
 Facial Scrubs _____________________ 
 Alpha Hydroxy Acids _______________ 
 Retin-A (%)  ______________________ 
 Self tanning creams_________________ 
 Depilatory creams or hot wax _________ 

 
Consultation information: 
What skin conditions currently apply to you? 

 Uneven skin tone  Enlarged pores 
 Hyperpigmentation  Lip lines 
 Acne/Acne scars  Age spots 
 Facial hair   Fine lines 
 Facial capillaries  Wrinkles 

 
Personal comments: 
What would you like to achieve with your 
treatment(s) and/or skin care 
recommendation? 
___________________________________ 
___________________________________ 
___________________________________ 
___________________________________ 
 
How did you hear about us? 
___________________________________ 
___________________________________ 
 

We hereby advise you, that to prevent the 
occurrence of undetected skin cancer, you 
must have a yearly evaluation by a 
dermatologist. 

 
Signature ___________________________ 
 
Consult outcome: 
___________________________________ 
___________________________________ 
___________________________________ 
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