	
	
	

	CONFIDENTIAL MEDICAL INFORMATION
Patient Name: _________________________________________



	
	HAVE YOU EVER HAD:

DIABETES?                                                              
HIGH BLOOD PRESSURE?
HEART DISEASE?
KIDNEY DISORDER?
LUNG OR RESPIRATORY DISEASE?
ARTHRITIS OR JOINT DISEASE?
BLEEDING DISORDER?

HEPATITIS?
HIV INFECTION OR AIDS?
CANCER, INCLUDING SKIN CANCER?
DEPRESSION OR ANXIETY?
EYE DISEASE 
including glaucoma or “dry eyes”?

DO YOU HAVE:
AN ADVANCED DIRECTIVE?(health care power of attorney or Living Will?)

CHEST PAINS, ANGINA?
SHORTNESS OF BREATH?
MUSCLE CRAMPING?
FREQUENT HEADACHES, MIGRAINES?

STOMACH ULCERS?
FREQUENT NOSEBLEEDS OR BRUISE EASILY?
SKIN PROBLEMS?
(cold sores, fever blisters, herpes, dermatitis, psoriasis, acne)


DO YOU SMOKE?   
         How much?  ________________
         When did you quit?  __________________

DO YOU DRINK ALCOHOL?  
         How much?  ________________

DO YOU SCAR EXCESSIVELY?
HAVE YOU EVER HAD SURGERY?
     ANY COMPLICATIONS?  

HAVE YOU EVER HAD A BLOOD TRANSFUSION?

DO YOU EXERCISE REGULARLY? 
     CURRENT WEIGHT _________________   
	YES

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
        
 FORMCHECKBOX 

 FORMCHECKBOX 
              FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
 FORMCHECKBOX 

       FORMCHECKBOX 
              


       FORMCHECKBOX 

	NO

 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
         
 FORMCHECKBOX 

 FORMCHECKBOX 
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 FORMCHECKBOX 

 FORMCHECKBOX 
         
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
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 FORMCHECKBOX 
             
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 
 FORMCHECKBOX 
 
 FORMCHECKBOX 

 FORMCHECKBOX 



       FORMCHECKBOX 

	  
  HAVE YOU EVER RECEIVED ANESTHESIA FROM A DOCTOR OR DENTIST?   
     DID YOU HAVE AN ADVERSE REACTION

ARE YOU ALLERGIC TO ANY MEDICATIONS?
List / Reaction: ________________________________
(over for more room  FORMCHECKBOX 
 yes )

ALLERGIC to tape, iodine, latex, or cosmetics? 
Do you require treatment for hay fever or other allergies?                                                   
	YES

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	NO
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 


	
	
	
	
	WHICH OF THE FOLLOWING FEATURES / PROBLEMS
ARE YOU INTERESTED IN CHANGING / IMPROVING?

 FORMCHECKBOX 
   CANCER RECONSTRUCTION
     FORMCHECKBOX 
  ACCIDENT RECONSTRUCTION
 FORMCHECKBOX 
   SCARS     FORMCHECKBOX 
   HEMANGIOMA
         FORMCHECKBOX 
   NOSE        FORMCHECKBOX 
  BREATHING         FORMCHECKBOX 
   APPEARANCE
         FORMCHECKBOX 
   HAIR  REMOVAL                        FORMCHECKBOX 
   LIPOSUCTION
         FORMCHECKBOX 
   CHIN         FORMCHECKBOX 
  EYELIDS               FORMCHECKBOX 
   EARS
         FORMCHECKBOX 
   FACE         FORMCHECKBOX 
   WRINKLES         FORMCHECKBOX 
    FOREHEAD
         FORMCHECKBOX 
  FACIAL BLEMISH (mole, etc)

 FORMCHECKBOX 
   OTHER_______________________________________
____________________________________________________


	

	
	
	
	
	WOMEN
DO YOU THINK YOU MIGHT BE PREGNANT?
LAST MENSTRUAL PERIOD  ___________________
	YES
 FORMCHECKBOX 

	NO
 FORMCHECKBOX 


	
	
	
	
	*COSMETIC PATIENTS ONLY*
How long have you been thinking about having plastic surgery? 
__________________________________________________
                                                                                                         YES
Have you had plastic surgery before?                                                FORMCHECKBOX 

             
Were you happy with the results?                                                      FORMCHECKBOX 


How do you think plastic surgery will benefit you?
_________________________________________________________
_________________________________________________________
	
 NO

  FORMCHECKBOX 

  FORMCHECKBOX 



	
	LIST YOUR SURGERIES AND THE YEAR:  __________________________________________________________
____________________________________________________________________________________
LIST ANY OTHER MEDICAL PROBLEMS YOU MAY HAVE: ________________________________________________________________________

______________________________________________________________________________________________________________________________
LIST CURRENT MEDICATIONS AND SUPPLEMENTS, INCLUDING DOSE:  (Remember to include aspirin, birth control pills, hormones, steroids, blood pressure, heart and asthma medications, blood thinners, vitamins, and herbal medications. Continue list on back if needed  FORMCHECKBOX 
 yes more info on back  FORMCHECKBOX 
 no )

The above medical history is accurate. 
Patient or Legal Guardian:  X  ___________________________________   Date: ________________

	


Reviewed by: _______________________  
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