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DERMATOLOGY DEPT Skin Lesion Clinic Questionnaire 

 
 
Date: ……………………….. 
 
Sex:   M/F  Age: ………….yrs 
 

Your GP has referred you to the Skin Lesions Clinic. This may be because you 
have a mole or another skin lesion that looks suspicious. During this clinic you 
may be offered a full skin examination (which will help us to identify any other 
lesions which may have gone unnoticed). We would encourage you to take up this 
offer, however if you are uncomfortable with it then please let us know. The 
doctor in clinic may ask to take a photograph of the lesion for your records. 
This will be stored securely as part of your medical record.  
 
After your appointment a biopsy might be considered necessary which means 
that a small piece of skin from the skin lesion or the whole lesion might be 
taken out under local anaesthetic. Most often you will need to return for this at 
a later date and an appointment will be sent to you directly. You may be 
referred to another department for treatment.  
 
This clinic is very busy but we do try hard to keep you waiting for as short a 
time as possible. To make the process more efficient, we would like to ask you 
to answer the following questions prior to seeing the Consultant Dermatologist.   

(patient label) 
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Skin Lesion Clinic Questionnaire 

About your mole/skin lesion:     Please circle  
 
Is the lesion for which your GP referred you new?  Yes   No 
 
If yes, when was the first time you noticed it? 
……………………………………………………………………………………………………………………….… 
 
If it is not new, how long has it been there? 
……………………………………………………………………………………………………………………….... 
 
On which area of your body is the mole/skin lesion? 
…………………………………………………………………………………………………………………………. 
 
Has it become larger in the last 6 months?     Yes            No 
 
Has it become darker?        Yes            No 
 
Has it ever changed shape?       Yes            No 
 
Has it ever bled?         Yes           No 
 
Any other symptoms? (e.g. itching, soreness, weeping?)  
…………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………. 
 
About your General Health 
 

Do you have any medical history (e.g. diabetes, high blood pressure, previous 
operations)? If yes please list here:     Yes  No 
………………………………………………………………………………………………………………………. 
………………………………………………………………………………………………………………………. 
………………………………………………………………………………………………………………………. 
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Skin Lesion Clinic Questionnaire 
 
Do you take blood thinning medication?    Yes  No 
If yes please circle all that apply to you 
 

Aspirin Clopidogrel  Dipyridamole  Rivaroxaban   
 

Apixaban Edoxaban  Warfarin   Other (specify)…………… 
 

Do you take any other medication?     Yes  No 
If yes please list all the treatments/drugs here 
………………………………………………………………………………….……………………………………... 
………………………………………………………………………………….……………………………………... 
………………………………………………………………………………….……………………………………... 
 

Do you have any allergies? (e.g. to medications or dressings, latex, penicillin, 
iodine, Elastoplast)        Yes  No 
If yes please can you list them here? 
……………………………………………………………………………………………………………………….… 
 

Do you have a pace maker?       Yes  No 
Do you have an implantable defibrillator?    Yes  No 
 

Regarding your immune system:  
Are you an organ transplant recipient?      Yes  No 
Do you have a blood disorder?      Yes  No 
If yes please give details here: 
………………………………………………………………………………………………………………………. 
Do you have HIV?        Yes  No 
Do you take medication to suppress your immune system? 
           Yes  No 
If yes what is the name of the drug(s) ……………………………………………… 
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Skin Lesion Clinic Questionnaire 
 
Risk Factors for skin cancer 
 

Do you have a family history of melanoma?      Yes  No 
If yes which relatives are affected? ………………………………………………………………………… 
 

Have you ever had a skin cancer?      Yes  No 
If yes what type of skin cancer and when? …………………………………………………………. 
………………………………………………………………………………………………………………………………………... 
 

Have you had any moles removed before?     Yes  No 
 

If yes were any of them found to be abnormal?    Yes  No 
 

How many severe sunburns do you remember having? ......................................... 
 

Have you spent more than 12 months in a sunny country?  Yes  No 
If yes where and for how many years?  
…………………………………………………………………………………………………………………………………………. 
 

Does/Did your work involve working outdoors for more than 4 hours  per day? 
If yes please give details below.      Yes  No 
........................................................................................................................................... 
 

Are you a regular sunbather?      Yes  No 
How many sunny holidays abroad do you take per year?...................................... 
 
Have you ever used sunbeds?      Yes  No 
If so, for how long and how often?    (Please give us a brief summary) 
…………………………………........................................................................................................... 
 

Social History  
Are you Retired?        Yes  No 
What is/ was your Occupation ……………………………………………………………………………………….. 
Do you live alone?         Yes  No 
Who else lives with you? …………………………………………………………………………………………………. 
Who is your next of kin (include contact telephone number)? 
…………………………………..............................................................................................  
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Skin Lesion Clinic Questionnaire 
 
How active are you? (Performance Status) 
 
Please tick the performance status that best describes you: 
0 Able to carry out all normal activities without restriction. ┌─┐ 

└─┘ 
1 Restricted in physical strenuous activity. ┌─┐ 

└─┘ 
2 Able to walk and capable of all self-care but unable to carry out any 

work. Up and about more than 50% waking hours. 
┌─┐ 
└─┘ 

3 Capable of only limited self-care. Confined to bed or chair more 
than 50%. 

┌─┐ 
└─┘ 

4 Cannot carry out any self-care. Confined to bed or chair. ┌─┐ 
└─┘ 

 
 

PHOTOGRAPHIC CONSENT 
 
I give my consent to have photographs taken for (tick as appropriate): 
 
 Patient record purposes 

 
 Medical education (teaching) purposes 

 
 Publication in medical or scientific journals provided that in the event of any 

publication my name is not published and where appropriate my features are rendered 
unrecognisable 
 

 
Signed (Patient): _______________________________Date: __________________ 
Signed (Parent or legal guardian): ___________________Date: __________________ 
 
Name/designation of Healthcare professional obtaining consent: 
Name (print): _________________________________________________________ 
Signature: ____________________________________ Date: __________________ 
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