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Present Hx: Lesions:

  Recent changes in:

    Size

    Color

    Texture

            Recent Symptoms:

    Bleeding

    Painful

    Burn, Sting, Itch

    Cancer Anxiety

                Irritated By:

    Clothing

    Prosthesis

    Frictional Items

    Actinic Damage

                      Area:

    Previous Pre-CA

    Previous Treatment

  Produces Disfigurement

  Produces Discomfort

  Photo(s)

  Op Note

    1% Xylocaine

    5% Marcaine

    Excision

    Curettage

    Electrodesiccation

    Monsels Sol.

    Aluminum Chloride

    Liquid Nitrogen

    Biopsy

    Dressings

    Sutures

    Post OP Meds

    Return
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Wound Care Instructions Given

Sedative Given
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CLINICAL DIAGNOSIS SIZE MM DURATION SITE
CIRCLE IF SENT TO LAB

PATIENT NAME

FIRST M.I.LAST

Street

City State Zip
SEX BIRTH DATE (AGE)

HOME PHONE # WORK PHONE #
(        ) (        )

SOCIAL SECURITY # 


