UC Health Plastic Surgery

COSMETIC PATIENT EVALUATION
	Patient Name
	
	 FORMCHECKBOX 
 F     FORMCHECKBOX 
 M
	Date
	


	Date of Birth
	


	Address
	


State                  ______________________________________ Zip Code __________________
	E-Mail    ___________________________________________
May we E-mail you? Yes___ No___


	Home Telephone
	
	
	
	may contact me
	
	may leave a message


	Mobile Telephone
	
	
	
	may contact me
	
	may leave a message


	Office Telephone
	
	
	
	may contact me
	
	may leave a message


I am here to see DR.__________________________________________ Skin Care Specialist_________________________________

Reason for today’s visit ____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Health History:

	I am allergic to the following medications:
	


	I have the following additional allergies:
	


	I have had the following surgeries:
	


	I am presently under a doctor’s care for the following conditions:
	


	I have the following medical conditions:
	


	I would describe my present state of health as:
	


I take the following MEDICATIONS, hormonal supplements, vitamins, herbal supplements:
______________________________________________________________________________________________________
_____________________________________________________________________________________
How were referred to our practice?  Please check all that apply.
Dr.____________________________ __________________________________
Friend/Relation/Existing PT: __________________________________________
Web: 
___www.ucplasticsurgery.com
___www.loveyourlook.com

___Google


___www.surgery.org

___other site ________________________________________________

Advertising:
___ UC Health Patient ___ UC Connection ___ Children’s Hospital
___ UC Health Building/Lobby Poster
___Yellow Pages 

___ Pulse Journal

___ Pulse Journal Online

___ Mason Pulse

___ West Chester Journal

___ Kings/Little Miami Pulse Journal

___ Middletown Journal

___ Latinos Magazine
___ Cincinnati Magazine

___ In Touch

___ New Beauty


 

___ Article / News

___ Seminar/Open House  Date _____-_____-__________
___Other_____________________________________________________________________________

WOULD YOU BE INTERESTED IN LEARNING MORE ABOUT ANY OF THE FOLLOWING?
__BOTOX  __DERMALFILLERS  __IPL HAIR REDUCTION  __PHOTOFACIALS  __FRAXEL LASER
__SKIN CARE  __SKIN CARE PRODUCTS  __MICRODERMABRASION  __TCA PEEL
__BREAST AUGMENTATION  __BREAST LIFT  __BREAST REDUCTION 
__LIPOSUCTION  __TUMMY TUCK  __FACE LIFT-NECK LIFT __EYELID SURGERY  __NOSE SURGERY
WOULD YOU LIKE TO RECEIVE E-Mails and MAILINGS FOR SEMINARS AND

SPECIAL OFFERS?     YES ___ NO ___
I attest the above history is completed to the best of my knowledge and understand and accept that my failure to disclose any of the above information can adversely affect a prescribed course of treatment to meet my goals, my safety, or the outcome of any treatment
	Patient signature
	
	Date
	


