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Patient Registration Form
Last 
Name
: _
_
___________________________ 
First
 name
: _
______________
______________________________
Address
: _
______________________________________________
_____________________________________
City
: _
_________________
____________________________________
 State
: _
________ Zip Code_____________
D.O.B: ___________________ current age: __________________ Social Security: ____________________________
Marital Status:  Single/Married/Divorced/Widowed
                       Sex: Male/ Female
Home Phone
: _
_____________
_____________
 Cell
: _
____________
__________
 Work
: _
__________
___________
Family member contact: 
_____________________
__________
 Phone: ____________
_________________________
Next of kin: ________________________________________ Emergency contact: ___________________________
Confidential Email
: _
_________________________________________
___________________________________
Personal Physician (and phone number):____________________________
___________________________________
Current employer: _________________________
What is your current occupation? _
____________________________
Were you personally referred by someone
? ___________________________
__________________________________
If not how did you hear about us? 
______________________________
_______________________________
What procedure are you interested in
? ________________________________
________________________________
Have you ever had a 
cosmetic procedure
 before? ___________________
______________________________________
If so, what procedure, and when
? _
___________________________________________
_______________________
INSUR
ANCE INFORMATION
:
Insurance company: _______________________
_________________
 policy #:______________________
_______
Group#
:_________________________
Insurance co mailing address: ______________________________
________
I understand that the information contained within this questionnaire will be used as a basis to
discuss with a consultant the  recommendations regarding any surgical options performed and conducted  by Physician , that may help improve my condition.  Additionally I understand that there are certain health conditions that have contraindications which may prevent me from being treated.  I have disclosed all of my current and past health conditions and understand a physician’s release may be required for certain health conditions.  I understand that the consultant is not a physician and will not provide any diagnosis or healthcare advice.  
SIGNATURE: ________________________________________________ DATE: ___________________________
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HEALTH QUESTIONNAIRE
 (
Patient name: _____________________
_________________________________
________________________________
Date of your last physical examination? _________________________ 
Patient heig
ht____________
 
Patient weight ____
_______
How many children do you have? (Natural or C-Section?)
________________________________________________________
How is your general health? 
__________________________
__________________________________________
_____________________________
Who is your primary physician? 
_______________________
__________________________________________________________________________
What medical conditions are you presently being treated for? 
________________________________________
__________________________________
_______________________
 
Please list your previous surgeries and any complications including anesthesia reactions:
_________________________________________________________________________________________
____
___
________________________________________________________________________________________________
Please list any reasons for hospital admissions:
 
___________________________________________________
___________________________________
__________
________________________________________________________________________________________________
Do any illnesses run in your family
 medical history? (Please include anesthesia and bleeding problems).
_________________________________________________________________________________________
___
_____
Has any of your relatives had
 breast cancer? _________
I
f so who?_____________ last mammogram
________________
_________
Have you had a gastric bypass
? _
____________ If so, when
? _
______________________
Please list all medications you are taking: 
 
_____________________________
_______________________________________
Are you allergic to any 
medications?
 
__________________________________________
_______________________________________________
________
Please list any and all allergies: 
_____________________________________________
________________________________________________
____
)
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Do you have any history or diagnosis of cancer?  Yes __ No___ If yes, please explain below.
Do you have any history of heart problems or disease? Y
es
 __N
o
__ If yes, please explain below. 
Do you have any history of Kidney or Liver disease? Y
es
 ____N
o
__ If yes, please explain below.
Do you have any history of Lymphatic disease?  Yes___ No____ If yes, please explain below.
Do you have a pacemaker or any other internal device?  Y
es
__N
o
__ If yes, please explain below.
Do you have anemia  or sickle cell ? Yes__ No __
 
If yes, please explain below.
Do you have HIV /Hepatitis?
 
Yes__ No __
 
if yes, please explain below.
I
f female, are you pregnant or breast feeding?  Yes___
_ No
___ 
 
if yes, please explain below.
)












image1.png
NEW IMAGE
COSMETIC SURGERY
& LASER CENTER




image2.emf






