ONLINE SKIN CLINIC QUESTIONNAIRE
PLEASE ANSWER ALL THE QUESTIONS
Name or Nickname 

Age                               Sex                          Country                                         Date                         
What part of the body is affected by the skin, hair or nail condition?

When did it start?

Where did it start?
What makes it better? 
What makes it worse?

Name all the prescription medications you have taken by mouth or applied on the skin to treat it and state whether they made it better, worse or there was no change.

Name all the over-the-counter medications you have taken by mouth or applied on the skin to treat it and state whether they made it better, worse or there was no change.

Name all the vitamins or supplements you have taken by mouth or applied on the skin to treat it and state whether they made it better, worse or there was no change.

Name all the herbs or anything else you have taken by mouth or applied on the skin to treat it and state whether they made it better, worse or there was no change.
SKINCARE HISTORY

What cleanser/soap are you currently using?

What moisturizer are you currently using?

What other skincare products do your use on the affected areas?
PAST MEDICAL HISTORY

How is your general health?

Are you allergic to any medications, foods or other substances?

What other skin, hair or nail diseases have you been treated for in the past?

Do you have diabetes, high blood pressure or any other condition and what medications are you taking for it?

FAMILY HISTORY

Does anyone in your family have a similar skin, hair or nail condition?

ENVIRONMENTAL HISTORY

What is your occupation?

Do you come in contact with chemicals in your line of work?

Please send the completed questionnaire and 2 pictures of the area to almasiskincare@gmail.com

