
 

        
CALLENDER
SKIN & LASER CENTER  

 

 

  Medical History and Progress Note Form 

 

 
Name: ______________________________  Date: _______________ 

 

Age______    Ethnicity/Race__________   Male/Female_________ Pregnant _______   

                  (optional)                      (yes/no) 

    

Medical Illness (es)_________________________________________________ 

________________________________________________________________ 

 

 

Current Medication (s)________________________________________________ 

________________________________________________________________ 

 

 

Current Dermatology Medication (s)____________________________________ 

________________________________________________________________ 

 

 

Past Dermatology Medication (s)_______________________________________ 

________________________________________________________________ 

 

 

Medication Allergies______________________________________________ 

 

Skin/Hair/Nail Concerns: (example: skin rash on arm, hair loss, acne) 

 

1._____________________________________________________________ 

 

2._____________________________________________________________ 

 

3._____________________________________________________________ 

 



         
CALLENDER
SKIN & LASER CENTER  

 

            Valerie D. Callender, M.D., P.C. 

DERMATOLOGY AND DERMATOLOGIC SURGERY 

 

         PATIENT INFORMATION  

 
Name: ____________________________________Date of Birth: _________________    

 

SS#:_______________________________________    Married/Single________   M/F______ 

 

Home Address: ___________________________________ City: ___________________ 

 

State/Zip: ___________________________ Home Phone: ________________________ 

 

Work Phone: ________________________Cell Phone: __________________________ 

 

Email Address: ___________________________________________________________ 

 

Employer’s Name: ________________________________________________________ 

 

Address: ________________________________________________________________ 

 

Primary Doctor: __________________________________________________________ 

    INSURANCE INFORMATION  

 

IF YOUR INSURANCE REQUIRES THAT YOU BRING IN A REFERRAL, IT IS 

YOUR RESPONSIBILITY TO PROVIDE US WITH A VALID REFERRAL FOR 

YOUR VISITS. PLEASE CHECK THE EXPIRATION DATE. 

 
Primary Insurance: ________________________________________________________ 

ID Number: ______________________________ Group Number: __________________ 

Address: ________________________________________________________________ 

Policy Holder (  ) self (  ) Spouse Name _______________________________________ 

SS#: _______________________________ DOB: ______________________________ 

 

Secondary Insurance: _____________________________________________________ 

ID: ________________________________ Group Number: ______________________ 

Policy Holder: _____________________ SS: ________________ DOB: ___________ 

 

PLEASE BE SURE TO GIVE YOUR DRIVER’S LICENSE & INSURANCE CARDS 

TO THE RECEPTIONIST.  I ACKNOWLEDGE THAT THE ABOVE INFORMATION 

IS ACCURATE AND I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION 

TO PROCESS ANY CLAIMS THROUGH MY HEALTH INSURANCE. 

 
 

SIGNATURE ___________________________________ DATE __________________       
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