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PLASTIC SURGERY

Keeping the palm beaches beautiful

PATIENT MEDICAL FORMS

PATIENT INFORMATION

Patient Name Date

Date of Birth Age Occupation

Home Address City State Zip
Home Phone Cell Phone Email

Emergency Contact Name Phone

Primary Care Physician

How were you referred to us?

What is the reason for your visit today?




MEDICAL HISTORY

Are you currently under the care of a physician? YES / NO
If yes, for?

Do you have any of the following medical conditions:? (Please mark YES or NO to all)

PLEASE CHECK ALL THAT APPLY: YES NO

YES NO

Cancer o 0O Diabetes o 0O
High Blood Pressure O Herpes o 0O
Arthritis o O cold sores o O
HIV/AIDS O 0O Keloid scarring O O
Skin disease o 0O Skin Lesions o d
Seizure Disorder o o Hepatitis o O
Hormone Imbalance o ad Thyroid Imbalance o o
Blood Clotting Abnormalities o 0O Any active infection o d
Heart Conditions o 0O
Are you pregnant or trying to get pregnant? o ad Are you breast feeding? o O
Are you using contraception? Birth control pills o O ALS O O
NEUROLOGIC DISEASES: o O Parkinson’s o 0O
Myasthenia Graves O O Multiple Sclerosis (MS) o O
Lambert-Eaton Syndrome o a Other:
Are you currently taking any of the following medication or supplements listed below:?

YES NO YES NO YES NO
Aspirin O O Blood thinners o O Hormones O O
Mood altering medication o ad Anti-depression medication O Vitamin E
Fish Qil o O Omega 3 fatty acids o o Ginkgo biloba O O
Garlic o O Ginger o O Cayenne o O
Licorice o 0O Flax seed oil o ad coaQlo o 0O

Please list any other medications not listed above:

Do you smoke? YES OO0 NOO




Do you drink alcohol:  YESO NOO if yes, how many drinks per week?

ALLERGIES

Have you ever had an allergic reaction to the following:?
ClAspirin [Lidocaine (Anesthetic) [1Hydrocortisone

[(Latex C1Hydroquinone or skin bleaching agents
Please list any other allergies not listed:

Have you had anesthesia previously? YES OO NOO If yes, was is LOCAL or GENERAL? (circle all that apply)
Did you have any problems? YES 0 NOO If yes, please describe:

FACIAL HISTORY

Do you regularly sun bathe or use tanning salons? How often?

Do you scar easily or are you prone to hypertrophic or keloid scarring: YES (1 NO [

What topical medications or creams are you currently using? [ RetinA [ Other

(Please list skincare currently on):

Have you ever had Botox? YES [J NO [ If yes when last treated?

Have you ever had dermal fillers? YES [0 NO O if yes when last treated?

Any complications? YES [0 NO [ If yes, please specify:

Is there any history of facial surgery? YES[1 NO [
Describe:

Is there any recent history of trauma to the head or face? YES [ NO [
Describe:

Any TMJ problems Pain Clenching Grinding etc?. YES [ NO [
Describe:

OTHER PLASTIC SURGERY HISTORY AND APPROXIMATE DATE:

BRILLIANT DISTINCTIONS/ASPIRE REWARDS PROGRAM

Are you currently enrolled in the Brilliant Distinctions or Aspire program? YES [ NO [

If not, Brilliant Distinctions/Aspire is a program that rewards you with savings on Allergan/Restylane facial treatments and

products, like Botox, Dysport, Juvederm and Restylane products. Ask us for details on how to sign up.

| certify that the preceding medical, medication and personal history statements are true and correct. | am
aware that it is my responsibility to inform the doctor or other health professional of my current medical
health conditions and to update this history. A current medical history is essential for the caregiver to execute
appropriate treatment procedures.



Signature Date




