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Your Details: 
 
TITLE  Mr Mrs   Miss   Ms    Dr             DATE OF BIRTH    ____  / ____  / ____ 
 
 
SURNAME   ________________________         GIVEN NAMES        ________________________________ 
 

Please answers to the following questions, which will assist with today’s assessment: 
 

1. Your Occupation: __________________________________________ 
 

2. Do you have any concerns about your skin today ?                             Yes□   No □ 

                      ( i.e. lesions that are new, changing, bleeding,  
                        not healing or bothering you in some way ) 

 

3. Allergies to Medications:          Yes□   No □ 

Do you have any allergies or are you sensitive to any drugs or dressings – particular to medications,  
              antiseptic solutions or sticking plasters? 

 

___________________ ___________________ ___________________  
 
___________________ ___________________ ___________________  
 

4. Current Medications:            Yes□   No □ 

Especially Aspirin, Warfarin, Eliquis, Xarelto or Pradaxa 
 
___________________ ___________________ ___________________ 
  
___________________ ___________________ ___________________  
 
___________________ ___________________ ___________________  
 
___________________ ___________________ ___________________   

Skin Cancer Mole Removal 
REGISTRATION FORM 

PLEASE NOTE: Skin cancers can occur in areas not exposed to the sun.          

We therefore recommend undressing (down to underwear) for your skin check.   
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5. Have your Parents or Siblings ever had a:     Melanoma ?  Yes□   No □ 

or   Skin Cancer ?  Yes□   No □ 
 

6. Have you ever had any Skin Cancer treatment ?     Yes□   No □ 

( including Creams, Freezing or Surgery )              
 

7. Do you have a Heart Pacemaker ?      Yes□   No □ 
 

8. Do you have a transmissible infection ?     Yes□   No □ 

 eg. Hepatitis B 
  Hepatitis C 
  AIDS / HIV  
 

9. Do you require a translator?       Yes□   No □ 
 

10. Do you have any specific moles, lumps or spots                                              Yes□   No □ 

 that you would like the doctor to examine? 
 
If Yes, please indicate with an X on the body map. 
 
 

 


