UMASS MEMORIAL MEDICAL CENTER

DIVISION OF PLASTIC SURGERY

PATIENT INFORMATION

PATIENT INFORMATION (PLEASE PRINT OR WRITE LEGIBLY)
DATE:

	PATIENT’S NAME
	MARITAL STATUS
	DATE OF BIRTH
	AGE
	SEX

	
	S
	M
	W
	DIV
	SEP
	
	
	

	STREET ADDRESS

 
	· TEMPORARY
· PERMANENT
	CITY AND STATE
	ZIP CODE
	HOME PHONE

	PATIENT’S EMPLOYER


	OCCUPATION (indicate if  student)


	How long employed?
	WORK PHONE

	EMPLOYERS ADDRESS


	CITY AND STATE
	ZIP CODE

	SPOUSE’S NAME


	IN CASE OF EMERGENCY CONTACT
	MOTHER’S MAIDEN NAME



	SPOUSE’S EMPLOYER


	OCCUPATION (indicate if student)
	PHONE

	How long employed?

	
	
	WORK PHONE

	EMPLOYERS ADDRESS


	CITY AND STATE
	ZIP CODE

	WHO REFERRED YOU?



	NAME


	ADDRESS


Information Sheet

What area(s) of the face or body are you interested in having improved?


Medical Evaluation

How is your general health?





Are you presently being treated for any medical conditions?

When was your last physical examination? 




Eye

Visual loss (one or both eyes)

Yes

No

“Dry” eyes


Yes

No

Itching or irritation of eyes

Yes

No

Blurred or double vision

Yes

No

Crossed or lazy eye


Yes

No

Cornea problems


Yes

No

Thyroid eye disease


Yes

No

Wear glasses or contacts

Yes

No

Previous eye or eyelid surgery
Yes

No


If yes, what type: 






Nose

Difficulties breathing through nose
Yes

No

Previous injury to nose

Yes

No

Nasal allergies


Yes

No

Nose bleeds


Yes

No

Sinus conditions


Yes

No

Previous nasal or sinus surgery

Yes
No


If yes, what type: 






Previous aesthetic plastic surgery

Yes
No


If yes, what type: 






Irradiation to face or neck


Yes
No

Facial paralysis or weakness


Yes
No

Facial skin problems


Yes
No

Other skin problems


Yes
No


If yes, what type: 













Breast

Pain or discomfort


 Yes
No

Do you have a cyst or lump in your breast
 Yes
No

Have you had breast biopsies


 Yes
No

Has anyone in your family had breast cancer  Yes
No


If yes, who
 






Have you had a mammogram done

Yes
No


If yes, when 






Cardiovascular
Coronary or heart attack


Yes
No

Congenital heart disease


Yes
No

Heart murmur



Yes
No

Palpitations or irregular heart beat

Yes
No

Hypertension



Yes
No

Stroke




Yes
No







continued

Chest

Shortness of breath



Yes
No

Chronic lung disease


Yes
No

Cough




Yes
No

Asthma




Yes
No

Psychiatric
Have you received psychiatric treatment?
Yes
No

If yes, were you hospitalized?


Yes
No

Has there been any recent crisis in your life?
Yes
No

Other
Hepatitis




Yes
No

Liver disorder including hepatitis or cirrhosis
Yes
No

Kidney or bladder disorders or chronic infections
Yes
No

Spinal or back disorders


Yes
No

Previous blood clots or  thrombophlebitis
Yes
No

Any bleeding disorders in self or family

Yes
No

Blood transfusion



Yes
No

Diabetes




Yes
No

Autoimmune disease


Yes
No


(lupus, rheumatoid arthritis, etc.)
Any unusual scarring or keloid formation

Yes
No

If applicable, are you pregnant?

Yes
No

Do you form keloids or thick scars?

Yes
No

Questions






Allergies

Any drug allergies

        (Including local anesthetics and codeine)     Yes
No 

If yes, please list drug and reaction type 





Tape Allergy
Yes
No

Medications

List any medications you are presently taking and dosage (within last month)
Are you taking aspirin or medication containing

aspirin?



Yes 
No

Have you taken any steroid (cortisone) preparations

over the past year?


Yes
No

Are you taking any vitamin E?

Yes
No

Social

Do you smoke?



Yes
No

If so, how many packs a day



Do you drink more than two drinks per day?
Yes
No


