
FM   SEX   DATE_____________________________   AGE __________________      DOB_____________________________ ___ ___ 

Separated           RACEDivorced     Widow     Married     Single     MARITAL STATUS:     ___ ___ ___ ___ ___ _____________________ 

LEGAL NAME___________________________________________________        Nickname ___________________________________ 

ADDRESS ______________________________________________________________________________________________________ 

STATE__________________________________________ __________________________________ZIPCITY ______________________ 

______)_______________________   MOBILE( Yes    PM               May we text you?:  AM    ___ ___ ___ ___ Best time of day to call:  No

____)____________________________________      MOBILE(____)HOME PHONE( _________________________________________ 
Best time to call:  AM o   PM o  PM AM N  Best time to call:  May we Text you?   __Y / __ ____

E-MAIL ADDRESS _______________________________________________________________________________________________ 
NoYes    May we Email you?   ___ ___ 

*PLEASE LIST ANY COMMUNICATION RESTRICTIONS___________________________________________________________ 

SOCIAL SECURITY #___________________________________________________   (This has to be obtained for any prescriptions)    

_______________________________________________________WORK# (____) PLACE OF EMPLOYMENT ___________________ 
___ ___ NoYes    May we contact you at work?   

OCCUPATION __________________________________________________________________________________________________ 

NO      AGESYES        CHILDREN:      ___ ___ _______________________________

EMERGENCY CONTACT: NAME_________________________________Relationship________________Phone __________________ 

PRIMARY REASON FOR TODAY’S VISIT: _________________________________________________________________________ 

What time frame are you hoping to have your procedure/procedures?
2 years    other 1,  9 months          6,  3,   8 weeks           6,  4,   2,           Please check:      __ __ __ ____ __ ____ __ _____________________ 

Check which items below you would like to know more about:

Name of Referral Source: _________________________________________________________ 
Patient: __        Physician: __        Magazine: __       Website: __       Friend: __       Other: __ 

FAMILY PHYSICIAN OR INTERNIST _______________________________________________________________________________ 

FAMILY PHYSICIAN OR INTERNIST PHONE NUMBER _______________________________________________________________ 

PHARMACY NUMBER: PHARMACY NAME:___________________________________________ ____________________________ 

__ Arm Reduction 
__ Bodytite
__ Botox/Dysport
__ Breast Implants
__ Breast Lift
__ Breast Reduction
__ Breast Revision
__ Brown Spots
__ CO2RE Laser

__ CO2RE Intima
__ Dermal Fillers
__ EMSELLA Chair
__ Exilis Ultra 360
__ Eyelid Lift
__ Facelift
__ Facetite
__ Facial Veins
__ Fat Injections

__ Forehead Lift 
__ Forever Young BBL
__ Fractora Microneedling
__ Labiaplasty
__ Liposuction
__ Profound Microneedling
__ O-Shot / G-Shot
__ Skin Tightening
__ Sciton Peel

__ Thigh Lift
__ Tummy Tuck
__ Ultra Femme 360
__ UltraShape Power
__ Urinary Incontinence
__ Vaginal Rejuvenation
__ Vampire Facial / Facelift
__ VASER Shape
__ __________________Other



WEIGHT: HEIGHT:_______________________________________________________ __________________NAME: ________________ 

Drug Allergies with Reactions:________________________________________________________________________________________ 

Are you Allergic to Latex?   __ Y   __ N   Other Allergies (i.e. iodine, tape, skin sensitivity): ______________________________________ 

Present Medications:   (Include herbs, vitamins, over-the-counter meds, hormones and contraceptives.) ______________________________ 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

Have you ever had surgery? N  (Include Plastic/Cosmetic surgery)  Please list the surgeon, procedure and yearY__ __ 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________

N      If yes, please describeY__ __ Have you had any reactions to anesthesia? ________________________________________________ 

_________________________________________________________________________________________________________________

       
 

 

____________________Who was the physician?When was your last physical examination? _______________________________________ 

Do you wear contact lenses? __ __ __ __ N    YN    Do you wear dentures?    Y

N     When?YHave you ever had a mammogram?    __ __ _______________________Where? ___________________________________ 

Family History: N,   PE/DVTYN,   Pulmonary Problems  YN,     Heart Problems  Y  Clotting Disorders   __ __ __ __ __ __ __ __ N,  Y
N,      YN,   Hypertension   YN,   Cancer   YN,   Stroke   YDiabetes   __ __ __ __ __ __ __ __ 

__ __ __ __ _______________When________________ Do you smoke?  N           If yes, for how long? YN     Have you ever smoked? Y

N   If yes, how much?  YDo you drink alcohol?   __________  __ __ _____________When did you quit smoking? 

Do you take aspirin, Motrin, Nuprin, Ecotrin or Advil on a regular basis? _________if so, how much? _______________________________ 

DATE_______________________________________________________________________         SIGN ___________________________ 

PLEASE BE EXTREMELY ACCURATE WHEN ANSWERING ALL MEDICAL QUESTIONS. 
YOUR ANSWERS COULD INFLUENCE YOUR POST-OP RECOVERY AND FINAL RESULT!

PLEASE INDICATE WHICH CONDITION(S) YOU HAVE BY CHECKING THE BOX(ES):
NY__ __   Abnormal Scarring NY__ __ ______________    Hepatitis (type) N__ __ Y   Postive HIV Test 
NY__ __    Asthma __ __ Y N    Herpes Simplex 1 __ __ NY   Respiratory Problems
NY__ __   Bleeding Disorder   NY__ __    Herpes Simplex 2 __ __ Y N  Restless Leg Syndrome 
NY__ __   Diabetes NY__ __   High Blood Pressure NY__ __   Rheumatic Fever
NY__ __    DVT/PE __ __ NY   Hyperpigmentation NY__ __   Scleroderma 
NY__ __    Glaucoma __ __ Y N    Keloid  __ __ NY   Seizures 
NY__ __    Heart Problems __ __ N Y   Kidney Disease   NY__ __ ______________   STD (type) 
N__ __  Y   Hemangiomas __ __ Y N    Lupus __ __ Y N  Shortness of Breath  
NY__ __    Hemophilia __ __ NY    Port Wine Stain __ __ Y N  Thyroid

____________________________________________________

 

Other:

Have you ever been under the care of a psychiatrist/psychologist? __ Y  __ _________________________________________ N   When
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