
 

ACNE HISTORY 
 

 Patient Name: __________________________________       Date:______________________
 
How long have you had acne/breakouts? ___________________________________________  
 What areas are affected by the acne?  _____________________________________________  

 

 What non-prescription/over-the-counter products are you using now for your skin care?  
Include any cleansers, moisturizers and makeup. 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

 

What prescription products are you using CURRENTLY for your acne? Are these medications 

helpful? Are you are having any side effects from the medication? 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

 

What prescription products have you used IN THE PAST for your acne?   Were these 

medications helpful? Did you have any side effects from the medications? 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

◦__________________________________              ◦__________________________________ 

 

 

 

OVER ---------------------------->>>>>>>>> 

http://cbs.wondershare.com/go.php?pid=5261&m=db


 
 
Do you use any protein supplements, muscle building supplements or steroids?  If so, please 

specify.  _____________________________________________________________________ 

____________________________________________________________________________ 

 

On a scale of 1-10, how do you rate the amount of stress your acne causes you?  ___________  

1- No stress at all 5-moderate stress 10-extreme stress 

 

What bothers you most about your breakouts? _______________________________________ 

____________________________________________________________________________ 

 

Is there anything that seems to make your acne flare? _________________________________ 

____________________________________________________________________________ 

 

Are there any particular acne treatments you are interested in discussing today? 

☐ topical treatments/creams    ☐ oral antibiotics    ☐ hormonal treatments    ☐ isotretinoin 

☐ other _____________________________________________________________________ 

 

 

Females: 
Do you have regular menstrual periods? ____________________________________________ 

 

Do you breakout worse during or around your periods? ________________________________ 

 

Are you taking or have you taken oral contraceptives or other hormonal treatments? If so, 

please list and note if medications were helpful. ______________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________  
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