GENERAL INFORMATION SHEET

Patient’s Name

Age Date

1. What medications are you presently taking? Please include all over-the-counter medications, as well as the amounts you take per day.

2. List any medications you are allergic to:

3. Have you had any previous surgery including plastic/cosmetic surgery?

If so, list what kind of surgery, when you had it, and the doctor's name:

4. Have you ever consulted a professional for emotional problems:

5. Please check yes or no if you have had or do have any of the following conditions:

Allergies or Hay Fever............ccoiiiiee,
Chronic SiNUS ProblemS ...........ccceeivieeeieeiee e
Chronic bronchitis..........cceerverieer e
ASTAME ..o e
Chest Problems ..........cccvieiviiiciiee s sare e
Epilepsy OF SEIZUIES .........ccoiveieeiieiieieeereee e
DiIabetes .......ooouiiieie s
Thyroid diSEASE .....ccceeeerereeeeeecsteee et e sanee s
Blood clotting problems ..........ccccvievviiiieesiceeciccecre s
Are you taking a blood thinner?...........coccovveiiiiiciieeeee
Bruise  asily ........ccccuiiiieiiiieee i e
ANEBMIC . ..oeitiiiti ettt b e s e snee s
Have a blood disease? .........ccccecieeereceerrerieeeseee e
Heart problems ..ot
High blood pressure .............eoocirriicneeneereeecee e
LOW bloOd PreSSUIE ......cccovivriiciiieciieie st ees e ane e
Kidney problems...........cccvidieiiiniiieeeeee e
Liver problemsS ........cooviiiiiie it
Have you had or do you have hepatitis or jaundice?.........
Do you have muscle weakness? ...........ccccceecieircennennens
ARATIEIS ..o et e
Do you take Steroids?.......cccceveieueiiieeiriieseesssesnessssessnnsas

Smoke — package(s) per day

Drink coffee —cups perday ..o

Drink alcoholic beverages — oz. per day

Do you wear glasses/contact 1ens? ..........ccceeeeeiiiciennenns
Do you have false teeth or caps? ......ccccccveeevvevrireerenreeene

6. Your reason for seeing the doctor today:

0000000000000 oooOooOoOooOoooag

Weight
Height YES
Have you had problems with anesthesia®............ O

If yes, please describe

Do you have a history of MH (Malignant Hyper-
thermia)?.......c.cccevieeieceee s

Do you have relative with a history of MH (Malig-
nant Hyperthermia)?............cccoovvveveveennieerencnnn,

Have you ever been diagnosed with MRSA
(Methicillin-resistant Staphylococcus aureus)?...... O

7. Appointment with Dr.

TP #001



BREAST ENLARGEMENT:

1. How tall are you?

2. What is your current weight?

3. Are you pregnant?

4. Number of children you have?

5. Do you plan on any more children in the near future?

6. Did you breast-feed you children?

7. Did your breasts enlarge during pregnancy?

8. What bra size are you now?

9. How large would you like to be?

10. Are your breasts equal in size?

11. Do you have scoliosis/curvature of the spine?

12. Do your breasts sag?

13. Do you have fibrocystic disease?

14. Have you ever had a lump in your breast?

15. Have you ever had a breasts biopsy or breast surgery?
16. Do you have a family history of breast cancer on your mother’s side?

BREAST REDUCTION:

1. What is your bra size?

2. Do you have neck/shoulder pains?

3. Do you have back problems?

4. Do you have skin irritation beneath your breasts?
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